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 Piromen* 


(PSEUDOMONAS POLYSACCHARIDE) 


PARENTERAL UM 


for effective control of 


HAY FEVER, 


other ALLERGIES and|DERMATOSES 


4 
4 


In the case of hay fever, Piromen alleviates the immediate symptoms 
of pollenosis, and maintains effective control. Even cases which have \ 
shown little improvement to desensitization and antihistaminics usu- 
ally respond to the administration of Piromen. 


Piromen has also demonstrated its efficacy, 
reliability, and safety in the treatment of many 
other allergies and dermatoses. 


Piromen is supplied in 10 cc. vials containing 
either 4 gamma (micrograms) per cc., 4 
or 10 gamma per cc. | 


for additional information, merely write ‘‘Piromen’’ on your | Rx and mail to— 


TRAVENOL LABORATORIES, INC. 


*tradename 


Subsidiary of BAXTER LABORATORIES, INC., MORTON GROVE, ILLINOIS 
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Valentine product... 


for more effective control of gastric hyperacidity. 
Particularly indicated in peptic ulcer, “heartburn” of pregnancy, gastric 
hypermotility, chronic dyspepsia and other functional indigestions. 


acichek 


VALENTINE 


A combination of dihydroxy aluminum aminoacetate, 
N.N.R., sodium carboxymethylcellulose and glycine. 


e acts almost immediately to give prompt relief 
from gastric distress 


e maintains a desirable pH of gastric contents for 
hours with no depression of peptic activity 


e produces neither secondary acid rise nor 
systemic alkalosis 


e provides a mild, physiologic corrective of 


=a constipation 


Supplied in bottles of e easily and acceptably administered in tablets 
100 and 1000 tablets. which require no chewing 


VALENTINE COMPANY, INC. 
Richmond 9, Virginia 
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when resistance develops in penicillin therapy... 


BRAND OF CARBOMYCIN ty 


Effective against penicillin-resistant staphylo- 
coccal, enterococcal and other streptococcal 
infections. 


A new antibiotic agent for selective use in the 
practice of medicine today. 


Well-tolerated Magnamycin is supplied in sugar 
coated tablets of 100 mg., bottles of 25 and 100, 
and 250 mg., bottles of 16. 


Pfizer) CHAS. PFIZER & CO., INC., Brooklyn 6,.N. Y. 
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test-mea! curves of five patients with peptic vicer. showing the profound and sustained neutralizing effect phai 
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Continuous and complete acid neutralization, without com- 
jicated apparatus and while the patient is ambulant, is the 
wutstanding contribution Nulacin makes in peptic ulcer therapy. 

Nulacin represents a new concept in the treatment of ulcer. “9% 
The Nulacin tablet, conveniently proportioned and of proper 4, ae 
hardness, is placed between the cheek and gum and allowed to f Pa 
dissolve. Its antacid ingredients are slowly released and are : . 
arried to the stomach. Gastric hydrochloric acid is thus fos # 
wutralized as it is elaborated, maintaining the pH at approx- ~ wy 4 
imately 7.0. In this manner, healing is encouraged. 

Highly palatable and providing only 11 calories, each 
Nulacin tablet is prepared from milk combined with dextrins 
and maltose and incorporates: 

Magnesium trisilicate. 3.5 gr. 
Magnesium 0.5 gr. 

In this combination and because of the unique method 
ofadministration employed, the efficacy of the antacids in 
Nulacin is considerably greater than that of a similar 
quantity taken in the conventional manner. 

For the treatment of active ulcer, the patient should be 
instructed to suck Nulacin tablets, two or three every 


Seem hour, beginning one-half to one hour after each meal. 


im lhe efficacy of the tablet is greatly reduced if it is 
fem chewed and swallowed. 
Nulacin is available in tubes of 25 tablets at all 
cies. 


Horlicks Corporation 
Pharmaceutical Diwiiton 


RACINE, WISCONSIN 


| Douthwaite, A.H., and Shaw, A.B.: The Control of Fi 
Gastric Acidity, Brit. M.J. 2:180 (July 26) 1952. / 


=| 
 Douthwaite, A.H.: Medical Treatment of Peptic y y 


Ulcer, M. Press 227:195 (Feb. 27) 1952. 
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Each gram contains: 

Cortisone Acetate... . . 15 mg. 

Neomycin Sulfate... .. 5 mg. 
(equivalent to 3.5 mg. neomycin base) 


Available in 1 drachm tubes with 
applicator tip 


The Upjohn Company, Kal Michigan 


Upjohn 


cortisone 

for inflammation, 
neomycin 

for infection: 


Neosone 


OPHTHALMIC OINTMENT 
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For cervicova ginal infections 
with LEUKORRHEA: 
FURACIN 


In effective, convenient dosage form: : 
FURACIN VAGINAL SUPPOSITORIES 


Some degree of leukorrhea occurs Some advantages of Furacin: 
in over 50 per cent of multiparous ° win aoa = the majority of pathogens of 
surface infections 

ee When this adics result of e Effective in blood, pus & serum 
bacterial cervicitis or vaginitis =, No interference with healing or phagocytosis 

i inal medication— 
accessible al ed References: Doyle, J. C.: Vaginal Infections and Their Man- 
Furacin Vaginal Suppositories can agement, Urol. & Cutan. Rev. 55:618, 1951 * Schwartz, J.: Fura- 
abate markedly both the discharge cin Vaginal Suppositories in Pre- and Postoperative Treatment 
and malodor of Cervix and Vagina, Am. J. Obst. & Gynec. 63:579, 1952 « 


Weinstein, B. B. and Weinstein, D.: Vaginitis, Mississippi Doctor 
29:117, 1951. 


Formula: Furacin Vaginal Suppositories contain Furacin 
0.2% ® brand of nitrofurazone N.N.R., dissolved in a self- 
emulsifying, water-miscible base composed of glyceryl laurate 
10% and synthetic wax. 


Literature on request 


NORWICH, NEW YORK 


OTHER DOSAGE FORMS OF FURACIN INCLUDE: 
FURACIN SOLUBLE POWDER @ FURACIN NASAL 
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MEDICAL JOUR 


Back on the team 


‘cause Dr. Jones prescribed 


STREPTOMAGMA\’... 


Dihydrostreptomycin Sulfate and Pec- 
tin With Kaolin in Alumina Gel 


Modern antidiarrheal—combines 
potent bacteriostatic, adsorptive and 
protective actions; orally administered. 


Supplied in bottles of 3 fluidounces. 


AL 
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there is a new form of synthetic 
narcotic analgesic ... less likely 
to produce constipation or nausea 


~ than morphine ... indicated for 


' relief of severe or intractable pain 


-- LEVO-DROMORAN TARTRATE *ROCHE, 
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"A striking characteristic is its 
ability to produce cheerfulness in 
pain-depressed patients the morning 
after an evening dose."* 


LEVO-DROMORANTARTRATE "ROCHE' -- 


brand of levorphan tartrate 


*Glazebrook, A. J., Brit. M. Je, 


221328, Dec. 20, 1952 
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Topical Ointment of 


ACETATE 
(HYDROCORTISONE ACETATE, Merck) 


for Allergic Dermatoses 


Topical Ointment of HypRocorToNne Acetate produces rapid 
relief and local improvement in the following indications: 
contact dermatitis (e. g., poison ivy), and 
atopic dermatitis, including 
eczematoid dermatitis, food and infantile eczema, 
disseminated neurodermatitis, 
and pruritus with lichenification. 

Marked decrease in erythema, edema, and pruritus have been 

obtained without generalized systemic effects. 
Supplied: As a 1% and 2.5% ointment, 5-Gm. tubes 


Literature on request 


Hyprocortonk ts the registered MERCK & CO., Inc. 


trade-mark of Merck & Co., Inc. : Manufacturing Chemists 
for its brand of hydrocortisone. 
RAHWAY, NEW JERSEY 
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methyl parbituric acid, schenley] 


{N -methy! cyclohexenyl 


an unusual barbiturate 
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sombulex’ss an unusual barbiturate 


because it works within 15 to 30 minutes and leaves the bloodstream 
within 3 to 4 hours, thus avoiding the danger of hangover for 
patients who do not need heavy barbiturate action. 


When the stresses and strains begin to tell 


...when the mind won’t let the body rest, and patients 
complain for the first time...““Doctor, I can’t get to sleep”... 
SOMBULEXx is the prescription of choice for these 

first-time barbiturate patients. For them, | or 2 tablets 

taken with water or a warm beverage usually suffice 

to induce a night’s refreshing sleep without hangover. 
Patients will not readily identify SOMBULEX as a barbiturate. 


The unusual uses of sombulex 


Because of its rapid yet nonpersistent action, 1 SOMBULEX 

Tablet will help restore interrupted sleep without subsequent 
hangover, or permit a relaxing cat nap before a busy evening. 

One SOMBULEX Tablet also will help the new night-shift worker 
adjust to a daytime sleeping schedule. NOTE: The action of 
SOMBULEX may be too short lived for the patient already dependent 
upon long-acting barbiturates. SOMBULEX is supplied 

in bottles of 100 tablets, each containing 0.26 Gm. (4 gr.) 
N-methyl cyclohexenyl methyl barbituric acid, Schenley. 


SCHENLEY LABORATORIES, INC. [Qa 


© Schenley Laboratories, Inc. “Trademark of Schenley Laboratories, Inc. 
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Solubility of free (nonacetylated) ELKOSIN 
(Solubility inations made with the free 
amide 


C. in normal human, 
high solubility where it counts 
in the acid pH range 
so prevalent in fevers 


and infections 
alkalis not needed 


ELKOSIN 


SULFADIMETINE CiBA 


a new advance in sulfonamide safety 


tablets 0.5 Gm., double-scored. Bottles of 100 and 1000 
suspension in syrup 0.25 Gm. per teaspoonful (4 cc.). Pints. 


1. Ziegler, J. B.; Bagdon, R. E., and Shabica, A.C.: To be published. 


ghee common in persens in normal health 
ELKOSIN 282 mg. % 
| 
Ciba 
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Oral 


“estrogen- 
androgen 
combination” 
for 
easier, 
smoother 
menopausal 


therapy 


GYNETONE 


GYNETONE,* a new convenient combination of 
1 mg. Estradiol U.S.P. and 10 mg Methyltestosterone U.S.P. 
in tablet form, provides prompt, uncomplicated relief from 
menopausal symptoms. 

Synergistic and additive actions, as well as virtual 
elimination of the occasional side effects attending the use of 
either hormone alone, are assured by GYNETONE. 


Available in bottles of 30 and 100 tablets. 


*T.M. 


CORPORATION 
BLOOMFIELD, N. J. 
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functional G.I. distress 
spasmolysis alone 
is not enough 


For prompt and more effective relief of belching, 
bloating, flatulence, nausea, indigestion and constipation, 
prescribe Decholin/Belladonna for 


reliable spasmolysis 


e inhibits smooth-muscle spasm 
¢ suppresses incoordinate peristalsis 
¢ facilitates biliary and pancreatic drainage 


improved liver function 


e increases bile flow and fluidity through Aydrocholeresis 
e enhances blood supply to liver 
¢ provides mild, natural laxation — without catharsis 


DECHOLIN* with BELLADONNA 


Dosage: One or, if necessary, two 
Decholin/Belladonna Tablets three times daily. 


Composition: Each tablet of Decholin/Belladonna 
! contains Decholin (dehydrocholic acid, AMES) 3% gr., 
and ext. of belladonna, 1/6 gr. (equivalent to 

tincture of belladonna, 7 minims). Bottles of 100. 


AMES ELKHART, INDIANA 


Ames Company of Canada, Ltd., Toronto ati 
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To combat intestinal and extra-intestinal amebiasis, found 
in every state of the Union: 


LI Ss; because of relative insolubility, assures 


high concentration in the large intestine, very effective 
against subacute and chronic amebiasis. Average adult 
dose: 0.5 Gm. (1 tablet) three times daily for 7 to 10 days, 
repeated if necessary. Control acute dysentery first or 
concurrently with emetine. 


Supplied in 0.5 Gm. tablets, bottles of 25. 


ARALEN?® Diphosphate — he wel 


known antimalarial—induces complete clinical remission 

in pleuropulmonary amebiasis’ as well as hepatic and other 
forms of extra-intestinal amebiasis.”* Average adult dose: 

1 Gm. (4 tablets) daily for 2 days, then 0.5 Gm. daily 

for 2 to 3 weeks, which may be combined with or 

successive to Milibis therapy of intestinal amebiasis. 


Supplied in 0.25 Gm. tablets, bottles of 100 and 1000. 


Milibis and Aralen, trademarks reg. U. S. & 
— brand of bismuth glycolylarsanilate 
an q 
1. Lindsay, A. E., Gossard, W. H., and Chapman, 
J. S.: Dis. Chest, 20:533, Nov., 1951. 
2. Conan, N. J., Jr.: Am. Jour. Med., 
6:309, Mar., 1949. 
3. Emmett, J.: J.A.M.A., 141:22, Sept. 3, 1949. 


Illustrated brochure 
on request. 


WINTHROP-STEARNS INC. 
New York 18. N.Y Windsor, Ont 
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PROVED EFFECTIVE 


in the first 10 million clinical doses 


TRO CIN ATR for relief of spasm in the 
®  gastro-intestinal tract 


(Brand of Thiphenamil HCI) 


Extensive clinical use has proved the 
effectiveness of Trocinate in relieving 
pain and other distressing symptoms 
associated with spasm—anywhere in 
the gastro-intestinal tract. 


Outstanding freedom from side effects 


permits the use of realistic and effec- . 


tive doses, administered as frequently 
as required. 


Wm. P. Poythress & Co., Inc. 


SUPPLIED in pink tablets containing 
100 mg. Trocinate hydrochloride,and 
in red tablets containing 65 mg. Tro- 
cinate hydrochloride and 15 mg. Phe- 
nobarbital—both in bottles of 40 and 
250 tablets. 


AVERAGE DOSE is usually 2 tab- 
lets three or four times a day for the 
first week, then 1 tablet three or four 
times a day to maintain improvement. 


Richmond 17, Virginia 


A product of Poythress research, Trocinate is diethylaminoethyl-di- 
phenylthioacetate hydrochloride—a potent, nontoxic synthetic antispas- 
modic with both atropine-like and papaverine-like spasmolytic effects. 
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Upper Right Quadrant 
the Abdomen 
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6 32 
1 Sinusoid 11 Gallbladder 20 Falciform ligament and 27 Right gastroepiploic 
2 Arteriole 12 Papilla of Vater branch of portal vein artery and vein 
3 Bile capillary 13 Transverse colon 21 Abdominal aorta and 28 Head of pancreas and 
4 Branch of hepatic 84 Miieieee celiac plexus pancreaticoduodenal 
my 15 Branches of right 22 Hepatic duct and artery and vein 
5 Bile duct colic artery pi Lilie hepatic artery 29 Superior mesenteric 
6B : , 23 Cystic duct and artery and vein, and 
ranch of portal vein 16 Ascending colon celiac artery jejunum 
7 Central vein 17 Coronary ligament 24 Celiac ganglion and 30 Right colic artery 
8 Branch of inferior and esophagus gastroduodenal artery and vein 
vena cava 18 Left hepatic vein and vein 31 Superior mesenteric 
9 Right lobe of liver and left vagus nerve 25 Left gastric artery lymph nodes 
10 Common bile duct and 19 Inferior vena cava and coronary vein 32 Inferior mesenteric 
tenth rib and right vagus nerve 26 Pancreatic duct vein and left ureter 


This is one of a series of paintings for Lederle by Paul Peck, illustrating the anatomy of various organs : 
and tissues of the body which are frequently attacked by infection, where aureomycin may prove useful. } 
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prompt- 
antibaGerial action 
in biliary infections, 


_ prescribe 


HYDROCHLORIDE CRYSTALLINE 


This broad-spectrum antibiotic is rapidly 
distributed throughout the tissues and body fluids 


after oral administration, and is concentrated in the 
bile; thereby providing potent action for the control 
of liver and biliary infections, and for the prevention 


of infection following surgery of the biliary tract. 


C Literature available on reguest- 


LEDERLE LABORATORIES DIVISION 


AMERICAN Gaanamid COMPANY 


30 ROCKEFELLER PLAZA, NEW YORK 20, N. Y. 
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(citrus - 

flavonoid ; 
compound 
A with 

vitamin C) 


to step capillary bleeding” 


Five years of laboratory and clinical investiga- 


protects against tions establish the complete safety and value of 


capillary fragility, C.V.P. in increasing capillary resistance and 
abnormal bleeding and rica abnormal bleeding due to capillary 5 
vascular accidents in... — | 
C.V.P. provides natural bio-flavonoids derived 
HYPERTENSION from citrus sources — potentiated by vitamin C 
DIABETES — which act synergistically to thicken the inter- 
RADIATION INJURY cellular ground substance (cement) of capillary 


walls, decrease permeability ... and thus increase 


PURPURA capillary resistance. 
RETINAL HEMORRHAGE 


each C. V. P. capsule provides: 
Citrus Flavonoid Compound* . . . . 100mg. 
Ascorbic Acid (C) . ...... - 100mg. 


*(water soluble whole natural vitamin “P” complex, more 
active than insoluble rutin or hesperidin) 


Bottles of 100, 
500 and 1000 capsules. 


Professional samples and literature 
on request. 


U. S. Vitamin Corporation Casimir Funk Laboratories, Inc. (affiliate) 
250 E. 43rd Street, New York 17, N.Y. 
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NO MATTER WHAT ELSE 
ARTHRITIS CALLS FOR 


_ Regardless of other medication indicated, — 
 Pabirin is advantageous in every patient 


with arthritis, neuritis, myositis, gouty arth 


ritis, or rheumatic fever. It quickly contra 


pain, improves joint mobility; i in 
ver it leads to prompt remission. 


ADVANTAGEOUS 


FEATURES 
Lower higher salicylate lev 
made possible by the presence of PABA. 


Sodium free, hence can be given in 
disease and with ACTH and cortisone 


“SMITH- DORSEY « Lincoln, Nebrask 
Division of THE WANDER: COMPANY 
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— 
rin capsule scontains, tolerated, because acetylsalicylic aci 
vic to hydrolyze in stomach, 
Guards against vitamin C loss induced 
jules 3 or 4 times daily, All pharmacies are supplied. 
Also available is Pabirin t 
with Codeine, each capsule 
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In answer to questions about douching you can 
recommend Meta Cine with complete confidence 
BECAUSE META CINE: 


l. isa safe, soothing douche (pH 3.5) containing 

methyl salicylate, eucalyptol, menthol, chlorothy- 

mol and PAPAIN to liquefy mucus. CITRIC ACID 

to help restore the proper acid pH, discourage 

pathogenic organism, promote normal vaginal 

so LACTOSE to feed the physiologic Doderlein 
cilli. 


“What douche 


should I use, 
Doctor?” 


2. is pleasant and refreshing to the patient .. . 
and deodorizing. 


3. has a surface tension of 56 dynes/cm as com- 
pared to 72 dynes/cm for the usual vinegar douche. 


14. is economical . . . only two teaspoonfuls to two 
quarts of water . . . supplied in eight-ounce con- 
tainers. 


5. is useful as a routine, cleansing douche, as an 
adjuvant when treating leukorrheal infections, and 
following cervical cauterizations and conizations. 


UPON YOUR REQUEST a free supply of instruction sheets will be sent for 
your convenience in advising patients on the correct douching technique. 


BRAYTEN PHARMACEUTICAL COMPANY, 3810 st. Elmo Avenue, Chattanooga 9, Tennessee 
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Since cutaneous bacterial infections 
“probably account for more disability than 
any other group of skin diseases,””’ the 
availability of broad-spectrum Terramycin 
has been particularly helpful in controlling 
these common disorders. This pure, well- 
tolerated antibiotic is markedly effective 
against the wide range of organisms often 
implicated as primary or secondary patho- 
gens in skin disease. Successful clinical 
experience*** in the treatment of impetigo, 
furunculosis, acne, pyodermas, erythema 
multiforme and other cutaneous infections 
recommends the selection of Terramycin 
as an agent of choice in common diseases 
of the skin. Terramycin is supplied in such 
convenient forms as Capsules, Tablets 
(sugar coated ), Oral Suspension (flavored), 
new Pediatric Drops, and Ointment 
(topical), as well as other dosage forms for 
oral, intravenous, and topical administration. 


1. Bednar, G. A.: South. M. J. 46:298 (March) 1953. 
. Wright, C. S., et al.: A. M. A. Arch. 
Dermat. & Syph. 67:125 (Feb.) 1953. 
. Robinson, H. M., et al.: South. M. J. (in press). 
4. Andrews, G. C., et al.: J. A. M. A, 146: 1107 (July 21) 1951. 


VTerramycin 


BRAND OF OXYTETRACYCLINE 


CHAS. PFIZER & CO., INC. 
Brooklyn 6, N. Y. 
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Barbidonna provides “the wide range 
of therapeutic usefulness which character- 
izes the naturally occurring belladonna 
alkaloids’,* plus the calming influence 
of phenobarbital. 


antispasmodic 
sedative 


Barbidonna’s action is uniform and de- 
pendable since the alkaloid content is always 
constant, in fixed and scientifically appor- 
tioned amounts. 


Barbidonna is supplied as either 


TABLETS or ELIXIR 
Each Barbidonna tablet, or each fluidram (4 cc.) 


of elixir contains: 


Phenobarbital 16 mg. (14 gr.) 
Belladonna Alkaloids 0.13 mg. 


The alkaloids are equivalent in activity to 
approximately 7 minims of belladonna tinc- 
ture and are incorporated as hyoscyamine 
sulfate 0.1286 mg., atropine sulfate 0.0250 
mg., scopolamine h 0.0074 mg. 


Barbidonna Tablets are supplied in bottles of 
100, 500, 1000 and 5000 tablets. 


Barbidonna Elixir is available in bottles of 1 pint 
and | gallon. 


. *Goodman, L., and Gilman, A.: The Pharmacological Basis o; 
Therapeutics, New York, The Macmillan Company, 1941, p. . 


WV YANPELT & BROWN, INC. 


RICHMOND 4, VIRGINIA 
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"Co-Pyronil'* 


frequently affords 


more profound, 


more prolonged 


relief with 


fewer side-effects 


Pulvules No. 336 
CO-PYRONIL 
(Pyrrobutamine Com. 


than any other 


known 


antihistaminic. 


*'Co-Pyronil’ (Pyrrob ine Compound, Lilly) 


Dosage 

Mild symptoms: 1 pulvule every 
twelve hours. 

Moderate symptoms: 1 pulvule 
every eight hours. 

Severe symptoms: 2 pulvules 
every eight hours. 
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Let hmt prove your 
Open Sesame” 


in biliary tract disorders 


When spasm in the sphincter of 
Oddi-—so prevalent in today’s tense 
patients—“blocks” the free flow 
of bile, the relaxing action of 
homatropine methylbromide and 
phenobarbital in Cholan HMB 
provides “full play” to the potent 
bile-accelerating action of 
dehydrocholic acid. This 
well-conceived dual effect 
(spasmolytic and hydrocholeretic) 
explains the excellent results 
achieved by Cholan HMB in 
various biliary tract disorders 
characterized by sluggish bile flow. 


MALTBIE LABORATORIES, INC. 
NEWARK 1, N. J. 


Maltbie ... first to develop 
American process for con- 
verting crude viscous ox- 
bile into chemically pure 
dehydrocholic acid. 
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FUMIDIL is specific for amebiasis 


Fumip1L acts directly against E. histolytica—both 
in the trophozoite and cyst forms—yet doesn’t 
disturb the normal flora in the intestinal tract. 

Thus, you can use it both to clear the carrier state 


and to treat the active disease. 


FUMIDIL is usually well tolerated 


While mild side effects may occur at all dosage levels, 
they appear to be less frequent at lower dosages. 
Reported side effects have not been of a 

serious character and have rarely necessitated 


withdrawal of medication. 


FUMIDIL is effective orally 


1-196 


Dose for the average adult is 30 to 60 mg. daily, 
divided over three or four times a day, for 10 to 14 
days. You'll find one course of treatment with Fumipi 
clears most cases—and with surprisingly few 
recurrences. In simple-to-swallow 


10-mg. capsules, bottles of 30. 


1. Anderson, H. H., et al., Fumagillin in Amebiasis, 
Amer. J. Trop. Med. & Hyg., 1:552, July, 1952. 
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30 60 120 180 
Minutes 


Graph based on averaged glucose tolerance curves of a 
group of fatigued patients.’ Note rapid disappearance 
of sugar from the blood and a decrease below the fast- 
ing level by the third hour. 


The type of hypoglycemia shown above is be- 
lieved to result from parasympathetic over- 
activity of emotional origin, culminating in 
hyperinsulinism. 


Daily administration of atropine or belladonna 
with phenobarbital, to block excessive para- 
sympathetic impulses, is recommended as a 
valuable adjunct to dietary measures in stabiliz- 
ing the carbohydrate metabolism in these and 
similar cases of emotogenic hypoglycemia. 


IN FATIGUE STATES DUE TO EMOTOGENIC HYPOGLYCEMIA 
1. Portis, S. A., et al.: J.A.M.A. 


Mel. 10d 3, -BELLADONNA ALKALOIDS AND PHENOBARBITAL 


SUPPLIED: BELBARB* and BELBARB NO. 2 (tablets) and BELBARB 


Capsules, bottles of 100, 500, and 1000; BELBARB Elixir, 
bottles of 1 pt. and 1 gal. 


LITERATURE AND SAMPLES ON REQUEST 


CHARLES C. HASKELL & CO., INC. 
RICHMOND VIRGINIA 
*Trademark of Charles C. Haskell & Co., Inc. 


26 July 195§ 

* 
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Office Management of 
Leukorrhea with Floraquin® 


LEUKORRHEA is commonly caused by vaginitis 
due to trichomoniasis, moniliasis and senile atrophy. A 
wet smear examination will establish the cause. 

A recommended regimen, especially for Trichomonas 
vaginalis vaginitis, is insufflation with Floraquin powder 
in the office, accompanied by home treatment with douches 
of white vinegar solution (14% ounces per quart of warm 
water) and insertion of two Floraquin vaginal tablets high 
into the vagina morning and night. During menstruation 
treatment is intensified because the pH of the menstrual 
flow encourages the growth of pathogenic flora. During 
this period the tablets are used three to five times daily. 

If reexamination after three menstrual periods does 
not show trichomonads on the wet smear, the patient con- 
tinues to insert Floraquin vaginal tablets only during men- 
struation':? for several months to prevent reinfection. 

Floraquin is supplied in powder and vaginal tablet 
dosage forms. 


SEARLE Research in the Service of Medicine 


1. Upton, J. R.: Symposium: Certain Aspects of Office Treatment 
in Obstetrics and Gynecology: Trichomonas Vaginalis Vaginitis, 
West. J. Surg. 60:222 (May) 1952. 


2. Blinick, G., and Kaufman, S. A.: The Office Management of 
Leukorrhea, Am. J. Surg. 85:27 (Jan.) 1953. 


Ethinyl Estradiol 
Bottles of 30 and 500 


WARREN-TEED 


TESTEED 


Optimal hormonal and response 
... minimized side effects . ...marked 
reduction in withdrawal, 


Climacteric and certain En- 

docrine Abnormalities in both sexes. 
° Osteoporosis and Fractures in the 

. encourages retention of 

‘calcium to avoid bone softness and 

disfigurement 
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HYPERTENSION SYNDROME 
requires 


coordinated medication 


Semhyten Capsules provide that coordinated effect: 


CAPILLARY PROTECTION 
— with rutin, and vitamin C. 
Rutin, isolated from buck- 
wheat, tends to stabilize the 
permeability of capillaries. The 
addition of vitamin C ‘en- 
hances rutin’ s effectiveness in 
maintaining intracellular or 
function. 


— with theophylliad. 

tains kidney function and aids 

‘in neutralizing water reten-” 
tion. Also has a dilating ject 


— with mannitol hexanitrate 
3 slow fall of systolic 
hours in norma osages. Yo gr. (30 mg. 
imizes unpleasant symptoms Theophylline 


1% gr. (0.1Gm. 
.of too rapid fall in blood Phenobarbital 
Rutin 
Ascorbic Acid 


@ Would you like additional information and samples? Write to: 
The S. E. MASSENGILL Company Bristol, Tennessee 


New York San Francisco Kansas City 
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is essentially an AMBULATORY DISEASE 


...and it’s simple to keep your allergic patients 
ambulatory on Neohetramine therapy. 


Neohetramine is noted for prompt symptomatic relief without 
appreciable interference with daytime alertness. 


Neohetramine is virtually free from sedation and toxicity ... 
an antihistamine of choice. 


Neohetramine is frequently prescribed in cases of hay fever, 
nonseasonal rhinitis, gastrointestinal allergy, extrinsic asthma, 
and atopic dermatitis, as well as pruritus ani and vulvae. 


Neohetramine for oral administration is available in both tablet 
and syrup forms . . . for topical application as a soothing cream. 


Tablets — 25, 50, and 100 mg. Bottles of 100 and 1,000. 
Syrup — 25 mg. per teaspoonful (4 cc.). Bottles of | pint. 
Cream 2% — in water-miscible base, collapsible tubes of 1 oz. 


N EOH ETRAM I N E® HYDROCHLORIDE 


BRAND OF THONZYLAMINE HYDROCHLORIDE 


potency without penalty 


IN ANTIHISTAMINE THERAPY 


Nepera Chemical Co., Inc. - Pharmaceutical Manufacturers - Nepera Park, Yonkers 2, N. Y. 
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Cancer of lip. Left, preoperative 
view. Right, five months postoperative, 


To view your 2 by 2-inch slides 
...at your desk...any time 


O TELL THE WHOLE STORY, it’s important to have 

plenty of color slides. To make your presenta- 
tion quickly and well, you’ll find it best to have a 
Kodaslide Table Viewer, 4X. 

You merely plug it in and proceed. With the “4X” 
you can edit your collection, cover case histories in 
group meetings or small conferences right at your 
desk—day or night—even in a fully lighted room. 

Kodaslide Table Viewer, 4X—projector and black, Complete line of Kodak Photographic Prod- 
Day-View Screen in one unit—shows 35mm. or Ban- ucts for the Medical Profession includes: 
tam transparencies with full contrast, enlarged more 
than four times. Price, only $49.50—subject to and-white (including infrared); papers; 
change without notice. Processing chemicals; microfilming equip- 

For further information see your Kodak photo- a ites 
graphic dealer or write: 


EASTMAN KODAK COMPANY 
Medical Division, Rochester 4, N. Y. 


Serving medical progress through Photography and Radiography Teaee ware 
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Fifty 


LACTINEX 


TABLETS 


LACTIN Ex 
TABLETS 


For gastrointestinal disturbances, par- 


ticularly diarrhea, including those 


resulting from_antibiotic therapy. 


‘Lactinex’ Tablets contain a standardized 
viable mixed culture of Lactobacilli acidophilus 
and bulgaricus. 


‘Lactinex’ Tablets are highly effective in re- 
establishing normal physiology in gastrointes- 
tinal disturbances when prescribed in dosages 
of 2 to 4 tablets three or four times a day with at 
least one half glass of milk. 


Supplied in bottles of fifty tablets. 


HYNSON, WESTCOTT & DUNNING, INC. 


Baltimore 1. Maryland 
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SURGICAL TREATMENT OF MALIG- 
NANT TUMORS OF THE EYELID* 


By Larry Turner, M.D. 
and 
S. D. McPuerson, Jr., M.D. 
Durham, North Carolina 


The literature concerning the treatment of 
lid tumors is controversial. There seems to 
be general agreement among ophthalmolo- 
gists concerning the handling of the more 
benign lesions such as chalazion, benign 
cysts, and xanthoma; however, there is 
marked disagreement in the treatment of 
malignant or potentially malignant tumors 
of the lid. Both surgery and irradiation have 
their strong advocates. It is admitted that no 
one kind of therapy is best for all conditions. 
As Reese! has said there is no doubt that 
epithelioma of the eyelid can be cured by 
irradiation provided enough is given. How- 
ever, under the best of conditions there are 
always sequelae of some degree when irradia- 
tion is used. For this reason alone, many 
opthalmologists prefer surgical excision when- 
ever this appears to offer a good chance for 
cure. 


For the past several years our practice has 
been to excise all tumors of the eyelid which 
are amenable to surgery. At the same time 
the best possible plastic repair is performed. 
It is felt that surgical removal of these tumors 
offers the best chance for definitive cure and 
good functional and cosmetic results. Irradia- 
tion is reserved for those patients who have 
a recurrence of the lesion, or combined with 
surgery in the treatment of advanced cancer. 
Surgery many involve enucleation, exentera- 
tion of the orbit or sinus surgery, principally 
of the ethmoids. 


It is the purpose of this paper to present 
the operative technics which we have used 


*Read in Section on Ophthalmology and Otolaryngology, 
Southern Medical Association, Forty-Sixth Annual Meeting, 
Miami, Florida, November 10-13, 1952. 


*From McPherson Hospital, Durham, North Carolina. 


in dealing with malignant tumors of the eye- 
lid. These include the technics of lesser re- 
section and greater resection as described by 
Hughes’ reconstruction of the lid,” 
and a combination of the technics of greater 
resection and Hughes’ procedure* which we 
have previously described. 


(1) The Lesser Resection and Reconstruc- 
tion.'\—This procedure may be used either 
for the upper or lower lid. Local infiltration 
anesthesia is used. The lid is first halved for 
a short distance on each side of the tumor 
after the method of Wheeler. The external 
half includes skin, cilia and orbicularis mus- 
cle, while the internal half consists of con- 
junctiva and tarsus. A block resection of the 
lesion is then done, leaving a square defect. 
The anterior half of the lid at one edge and 
the posterior half of the other edge is excised 
over the region which was halved. An ex- 
ternal canthotomy is then done, care being 
taken to divide the inferior most fibers of 
the canthal ligament if the lower lid is re- 
sected, and the uppermost if the upper lid is 
resected. The halved edges of the lid are then 
approximated by a double arm silk suture 
tied over a button. This is reinforced by in- 
terrupted black silk sutures at the lid margin. 
The defect at the external canthus is also 
repaired with interrupted black silk sutures. 


(2) The Greater Resection and Reconstruc- 
tion.'\—Local infiltration anesthesia is used. 
The lid on either side of the lesion is halved. 
The conjunctiva is dissected off the posterior 
surface of the lid to the fornix and saved. 
The amount of the lid to be included in the 
resection and a Celsus skin flap are outlined 
on the skin with a scalpel. The outlining in- 
cisions are carried temporally and Burow’s 
triangles are excised for relaxation. The up- 
permost incision is carried slightly upward. 
The lower incision is continued horizontally. 
A vertical incision is then made into the lid 
medial to the lesion. The horizontal incisions 
are now completed, and the portion to be 
resected, as well as the portion to be included 
in the Celsus flap, is dissected free and under- 
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mined into the temporal region. That part 
of the lid containing the lesion is now re- 
sected. The lid edges and the sliding flap are 
now approximated with a double arm silk 
suture as for the lesser resection. The sliding 
temporal flap is mobilized more easily by 
fixing the undersurface of the sliding flap to 
the periosteum temporally with a buried su- 
ture. Interrupted sutures approximate the 
lower horizontal incision. The edge of the 
salvaged conjunctiva is now sutured to the 
lid margin. 

(3) Hughes’ Resection and Reconstruc- 
tion.2—The lower lid is excised in a block. 
It may be necessary to sacrifice the punctum 
lacrimalis. The skin of the cheek is now 
undermined with scissors sufficiently to allow 
it to be brought upward to a position normal- 
ly occupied by the lower lid. There should 
be no tension present. The upper lid is now 
split transversely into two layers. The inner 
layer consists of tarsus and conjunctiva and 
the outer layer is composed of skin, orbicu- 
laris, and subcutaneous tissue with the lashes 
attached. The splitting starts at the inter- 
marginal line and extends to the upper for- 
nix, taking care not to disturb the levator 
at the point of attachment to the upper bor- 
der of the tarsus. The lower epithelial border 
of the upper tarsus is excised. The tarsus is 
now brought down and sutured to the con- 
junctiva in the lower fornix. The under- 
mined skin from the cheek is brought upward 
and sutured to the anterior surface of the 
tarsus, so that its upper border occupies a 
position midway between the upper and 
lower halves of the tarsus. The superficial 
layer of the upper lid is then attached to the 
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A patient on whom this procedure was done three months 
previously. Note the absence of postoperative deformity. 
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anterior surface of the upper half of the 
tarsus. At the end of six weeks, transplanta- 
tion of eyelashes may be performed. A pres- 
sure dressing is applied for a week. Three 
months after the initial operation, a trans- 
verse incision is made between the two rows 
of lashes. 

(4) Combined Hughes and Greater Resec- 
tion Technic.—We have recently used a com- 
bination of the Hughes and greater resection 
technics in the resection and reconstruction 
of lids in which over one-half of the lid, but 
less than the entire lid, had to be excised. 
We have previously described this. This 
technic consists of block resection of the tu- 
mor and surrounding lid, creation of a slid- 
ing tarso-conjunctival flap from the upper 
lid and creation of a sliding Celsus flap from 
the temporal region. The tarsorrhaphy is 
left intact for six weeks and the lid then 
opened. In our hands this has given excellent 
cosmetic results. 


COMMENTS 


(1) The Lesser Resection and Reconstruc- 
tion.—This procedure is perfomed if resection 
of the tumor necessitates the removal of one- 
third or less of the eyelid. It is excellent for 
removal of small tumors. Wheeler's “halving” 
of the lid offers a high degree of security 
against notching. A very important step in 
this operation is the division of the fibers 
of the external canthal ligament since this 
allows the halved edges of the lid to be ap- 
proximated without undue tension. 

Figure 1 illustrates a patient on whom this 
procedure was done three months previously 
and shows the absence of postoperative de- 
formity. 


A patient on whom this procedure was performed three 
months previously. There is some slight sagging of the 
temporal portion of the lower lid. 
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A patient on whom this procedure was performed six months previously. There is obvious widening of the lid fissure 


on the operated side. 


(2) The Greater Resection and Reconstruc- 
tion.—This procedure is used if the tumor to 
be removed necessitates excision of more than 
one-third but less than one-half of the lid. 
Following this operation one occasionally en- 
counters a sagging of the temporal aspect of 
the lower lid due to lack of tarsal support. It 
does not permit block resection of the lesion, 
but it does not necessitate tarsorrhaphy with 
its attendant objections. 


Figure 2 shows a patient on whom this pro- 
cedure was performed three months previous- 
ly. There is some slight sagging of the 
temporal portion of the lower lid. 


(3) Hughes’ Resection and Reconstruction. 
—In our hands this procedure has been re- 
served for those cases in which total resection 
and reconstruction of the lower lid has been 
necessary. The chief advantage of this tech- 
nic is that it permits block dissection of 
the lower lid with complete excision of large 
tumors. Its disadvantages are the tarsorrhaphy 
which must be done and the tendency to post- 
operative widening of the lid fissure. At 
times frank extropion results. Those indi- 
viduals whose skin of the cheek is loose and 
elastic are much better candidates for this 
procedure than those whose skin cannot be 
easily stretched in spite of much undermin- 
ing. In such cases modification of the original 
procedure with the use of a free graft is 
probably the best means of restoring the 


lower lid. This has been previously described 
by Callahan.4 


Figure 3 shows a patient on whom this 
operation was performed six months pre- 


viously. There is obvious widening of the 
lid fissure on the side operated upon. 

(4) Combined Hughes and Greater Resec- 
tion Technic.—This technic has been de- 
signed by us for use when over one-half but 
less than all of the lower lid must be removed. 
The advantages of this technic are that it 
permits block resection of the lower lid and 
reconstruction without undue widening of 
the lid fissure or ectropion because a sliding 
Celsus flap is used. The utilization of tarsus 
in this procedure further prevents sagging of 
the temporal portion of the lid. Its disad- 
vantage is that the technic necessitates tar- 
sorrhaphy. 


Figure 4 represents a patient on whom this 
procedure was used six months previously. 


Fic. 4 


A patient on whom this procedure was used six months 
previously. 
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CONCLUSIONS 


(1) All malignant tumors of the eyelid 
amenable to surgery should be excised. 


(2) Irradiation should be reserved for pa- 
tients who have a recurrence, or combined 
with surgery in the treatment of advanced 
cases of cancer of the eyelid. 

(3) Four procedures for plastic repair of 
the eyelid are presented with the indications 
for each. In our hands they have given 
satisfactory cosmetic and functional results. 
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CORRECTION OF FUNNEL CHEST 
DEFORMITY* 


By Joun G. Cuesney, M.D. 
and 
DeWitt C. Daucutry, M.D. 
Miami, Florida 


Unquestionably of greatest significance 
from the standpoint of frequency of all le- 
sions of the thoracic parietes is that of the 
funnel chest deformity. This lesion is char- 
acterized by the appearance at birth, or in 
early infancy, of marked retraction of the 
lower sternum with each breath, the devia- 
tion beginning at the second or third costal 
cartilage and being most pronounced about 
one interspace above the xiphoid. The cos- 
tal cartilages and ribs no longer sweep for- 
ward to join the sternum but turn backward 
sharply to articulate with the sunken breast 
bone. In addition to this obvious deep local 
depression of the midline of the chest, there 
is generalized flattening and the dorsal spine 
curvature is increased. Partly due to the 
low position of the diaphragm and partly due 
to contrast with the flattened chest, the ab- 
domen is extremely protuberant. With ad- 
vancing childhood this situation increases 
steadily and the heart is forced further to the 


*Read in Section on Surgery, Southern Medical Association, 
Forty-Sixth Annual Meeting, Miami, Florida, November 10-13, 
1952. 
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left while the thorax takes on a rotatory de- 
formity with considerable asymmetry. 


Brown’s'? theory for the cause of this 
deformity has attained widespread, though 
not unanimous, acceptance and his leader- 
ship in its care has seen the development 
of a truly worthwhile method of correction. 
He had noticed the retraction of the lower 
sternum occurring with each breath and 
ascribed it to a short central tendon of the 
diaphragm. Ravitch** has mentioned the 
possibility of rib overgrowth as the cause of 
the condition and cites the fact that depres- 
sion is not maximal at the level of the xiph- 
oid. The xiphi-sternal attachments extend 
a distance up the posterior surface of the 
sternum, in any event, and this particular 
objection does not seem a strong one. Re- 
gardless of the cause, there is great anterior- 
posterior compression at the sternum which 
may lie within a centimeter or two of the 
spine causing cardiac compression and dis- 
placement to the left. In addition, there is 
paradoxical movement of the lower chest 
wall which results in very poor ventilation 
of the base and a marked handicap to effec- 
tive cough, and leads to frequent serious 
respiratory infections. The flattening of the 
entire chest and increased dorsal curvature 
is inconspicuous at first but may be well de- 
veloped by the age of two and a half or 
three years, though this additional deformity 
is uncommon until somewhat later. 

Indications for repair rest upon the degree 
of symptoms and the extent of the deformity 
and correction may also be indicated for 
cosmetic effect. The most important and 
commonly the least appreciated symptom is 
that of diminution in energy due both to 
cardio-respiratory inefficiency and frequent 
respiratory infection. Cardiac symptoms may 
range from those due to diminished output 
with poor physical reserve to palpitations 
and even frank failure in old established 
cases. The respiratory handicaps are those of 
paradoxical movement of the lower chest cage 
and flattening of the thorax producing poor 
ventilation and the symptoms of repeated in- 
fections due to inefficient cough. It is usually 
surprising to the patient or parents to see the 
great improvement in vitality that follows 
surgical repair. Repair for cosmetic reasons 
is commonly justifiable; for the embarrass 
ment experienced in children by a deep de- 


636 


Vol. 46 No. 7 


Fic. 1 


Typical severe sternal depression in an infant of 14 months. 


pression or asymmetry of the chest and pro- 
truding abdomen should be prevented pro- 


viding the risk is not great. 
PROBLEMS OF REPAIR 


In the well established case with firm, de- 
formed costal cartilages, an extensive proce- 
dure is required for satisfactory results. 
Briefly, this means resection of the deformed 
portions of the costal cartilages and possibly 
adjacent rib ends, separation of the xiphoid 
from the lower sternum thereby releasing 
the diaphragm, and a high sternal osteotomy 
with traction on the sternum to 
over-correct the deformity. By this 
technic we have attained complete 
correction of the local sternal re- 
traction in children up to two and 
a half years and marked improve- 
ment in adolescents and adults. 


If one accepts the short central 
tendon as the entire answer, it 
should be possible to get good re- 
sults by simply dividing its sternal 
and adjacent costal attachments 
without cartilage resection, osteot- 
omy or traction. This has been 
performed by Brown, Lester,5 and 
Chambers* and others who report 
satisfactory results up to the age 
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Fic. 2 


Postoperative appearance showing the Y-shaped cutaneous 
scar in complete correction of deformity. This is not the 
same case as shown in Figure 1, though the extent of de- 
formity was identical. 


not so glowing as for those done by more rad- 
ical methods. 

Such a technic is rather compelling in 
that it is a very short operation, probably re- 
quires no tracheal tube (though this has 
been used in our case) and entails less hos- 
pitalization and less expense. In investigat- 
ing this technic we severed the xiphi-sternal 
ligament and freed the adjacent attachments 
of the diaphragm in children of nine and 
eight months and found that the lower ster- 
num would spring forward decidedly but not 
to a truly adequate extent. The simple 


Fic. 3 


Ladder splint bridge with padded tongue-depressor base which is readily 


of one year, though the terms are available and has been very satisfactory in application of traction. 
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operation having been found wanting, we 
continued with the so-called radical proce- 
dure. After the deformed cartilages had 
then been removed we found that sternal 
mobility was such that no osteotomy was 
needed at this age though skeletal traction 
was still applied to the lower sternum. Act- 
ing on a_ personal communication from 
Meyers,’ who felt that this simple procedure 
gave adequate, if incomplete, correction if 
done before the age of four months, a de- 
formity of moderately severe nature was re- 
paired in a three-month-old baby by the 
simple technic. Through a short transverse 
incision the xiphoid was separated from the 
sternum and removed and the adjacent dia- 
phragm was separated from the costal margin, 
resulting in about 75 per cent correction; no 
traction was applied. The improvement 
gradually subsided with time and now, three 
months after surgery, the correction is only 
about 50 per cent. 

These experiences lead us to feel as does 
Ravitch, that when correction is needed it 
should be by the more radical technic. Our 
usual procedure is to make an inverted Y 
incision mobilizing the medial edge of each 
pectoralis major muscle to expose the ster- 
num and adjacent cartilages. We start at a 
readily accessible cartilage, usually the third, 
and resect every deformed cartilage subperi- 
osteally. A very helpful technic for manag- 
ing and steadying these small cartilages has 
been evolved. The perichondrium is incised 
for the distance of the resection and the cut 
edge along one side is seized with a series 
of mosquito forceps. By traction on these 
forceps the perichondrium is separated easily 
as the elevator is used. Curved septal ele- 
vators, as used by the otologists, are satis- 
factory but by this technic the point of a 
mosquito forcep is an extremely efficient 
elevator. Leaving the perichondrium is im- 
portant, for this rapidly produces a firm 
chest wall. After the gnarled, distorted car- 
tilages are removed the xiphi-sternal liga- 
ment is divided sharply and the posterior 
surface of the sternum is exposed. The medi- 
astinal tissues are divided therefrom and at- 
tachments of the diaphragm to the adjacent 
costal cartilages are severed. Lastly, a ster- 
notomy is done through the anterior table 
at the second interspace and a steel wire is 
inserted through the lower sternum and 
brought out through the skin prior to closure. 
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A bridge made of an orthopedic wire splint 
with tongue depressor feet is placed over the 
dressing and the wires are attached thereto. 


This procedure must be meticulously done 
and requires several hours. It has been tol- 
erated surprisingly well for which we thank 
our anesthesiologists and pediatricians. Para- 
doxical respiration was greatly feared but 
has not proven a problem. Intubation of 
the trachea for several hours has worried 
us considerably for many of these children 
have had repeated tracheobronchial infec- 
tions. It is our growing belief, however, that 
excellent results are not compromised by 
delay until the age of two or two and a half, at 
which age anesthetic risks, particularly those 
of subglottic obstruction, become less a prob- 
lem. For this reason, the age of two to two and 
a half seems to be an ideal time for correction, 
but should associated increasing deformity, 
respiratory morbidity or difficulty modify the 
outlook, there need be no hesitation in pro- 
ceeding earlier with repair. 

Beyond the age of four the overall flatten- 
ing of the chest and kyphosis seem to become 
well established. This was mentioned by 
Lester and is confirmed in our experience, 
though great improvement may still be at- 
tained and the depressed sternum may re- 
turn to the level of the anterior chest wall, 
even in adult life. The kyphosis, asym- 
metry and flattening, however, then respond 
very little and deformity of more than mild 
nature should be corrected before that age. 


SUMMARY AND CONCLUSION 


Funnel chest deformity under the age of 
two to three years is marked by severe inspir- 
atory retraction of the sternum which grad- 
ually becomes fixed in the degressed state 
with advancing age. 

Beginning between the ages of two and a 
half to four years there is progressive, gen- 
eralized flattening of the entire thorax with 
increase in the dorsal curvature. 

Because of flattening of the chest and para- 
doxical respiratory excursion of the lower 
thorax, there is poor ventilation, ineffective 
cough and recurrent bronchitis. Compres- 
sion of the heart and displacement produces 
cardiac palpitation and embarrassment to the 
point of failure. 

Relief symptoms and restoration of vigor 
has been extremely gratifying in those cases 
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in which symptoms of any severity had de- 
veloped. 

Return to essentially normal chest form 
may be attained by subperichondrial resec- 
tion of all deformed segments of costal car- 
tilage, division of the xiphi-sternal attach- 
ments and adjacent attachments of costal arch 
to diaphragm, together with freeing of the 
posterior surface of the sternum and high 
sternal osteotomy. Skeletal traction, utiliz- 
ing an external bridge, is applied for ten days. 


The need for endotracheal anesthesia in- 
fluences us to accept two to two and a half 
years as the ideal age for intervention, earlier 
operation being perfectly feasible if necessary. 


Since generalized flattening and asymmetry 
become well established at about age four, 
correction should be done before this age, 
though sternal depression itself is amenable 
to treatment in adult life. 


Simple freeing of xiphi-sternal attachments 
and adjacent costal arch from the diaphragm 
in infants as young as three months of age 
is not a satisfactory substitute for the more 
radical procedure. 
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THE MIDWIFE, SHOULD SHE BE IG- 
NORED, ELIMINATED OR 
CONTROLLED?* 


By Eva F. Donce, M.D. 
Wiis E. Brown, M.D. 
and 
FRANCES ROTHERT, M.D. 
Little Rock, Arkansas 


Many women are forced by circumstances 
of economics or ignorance to accept the serv- 
ices of “granny women” or midwife care. Dur- 
ing the past fifty years, there has been a grati- 


*Read in Section on Public Health, Southern Medical As- 


sociation, Forty-Sixth Annual Meeting, Miami, Florida, No- 
vember 10-13, 1952. 


_*From the Department of Obstetrics and Gynecology, Uni- 
Versity of Arkansas School of Medicine, and the Maternal 


Child Health Division, Arkansas State Board of Health, Little 
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fying increase in the number of women re- 
ceiving physicians’ care during pregnancy and 
labor. Yet there are still sections of our coun- 
try where many women are forced to accept 
the services of midwives. Arkansas is one of 
the states where, even as late as 1945, 19.1 per 
cent of all women were delivered by mid- 
wives; 66 per cent of all non-white deliveries 
were attended by midwives and only 10.8 per 
cent of non-white women were delivered in 
hospitals. 
THE PROBLEM 


Arkansas is a rural state with a population 
of approximately 2 million. Its capital city, 
also its largest, has 100,000 population and 
there are only 13 cities over 10,000. The large 
Negro population is in the east and south 
along the Mississippi River. This, also, is the 
area having the largest number of midwives. 
The average income in 1950 was $825.00 or 
58 per cent of the national average. 

In 1945, Arkansas had less than 40 hospital 
beds per 10,000 population. The only charity 
hospital in the state has 200 beds and is op- 
erated in conjunction with the medical school 
with only 30 beds for maternity care. Many 
communities had no hospitals and frequently 
the existing hospitals could not accept Negro 
patients. Those areas exhibiting the lowest 
bed rates, have inadequate medical personnel 
and have the highest percentage of deliveries 
by midwives. 

Between 1941-1945, 1,534 untrained mid- 
wives reported an average of 8,086 babies de- 
livered a year and in 1945, 66 per cent of 
all non-white deliveries were attended by mid- 
wives. These circumstances resulted in a 
maternal mortality rate of 3.5 per 1,000 live 
births, compared to a national average of 2.5 
per 1,000, and placed Arkansas fourth from 
the highest in mortality rate among the states. 

Such then was the problem of Arkansas. 
These features readily explained the high ma- 
ternal and infant mortality rates. 

On surveying our problem, it became evi- 
dent that the midwife could not be elimi- 
nated from Arkansas. Until some better serv- 
ice is provided, midwife care is essential, be- 
cause in areas with few, or no physicians, it 
is the only service available. Because of the 
awful maternal and infant mortality the 
“granny woman” could not be ignored. So a 
program for controlling and educating the 
“midwife” became necessary. 
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THE PLAN 


There are records of midwife permits in the 
files of the state health department dating 
back to the early 1920's and during the follow- 
ing years classes were held for midwives as 
a part of the routine duties of the public 
health nurses. A joint program for education 
of midwives and for prenatal clinics for mid- 
wife cases, had been first sponsored by the 
state health department and the state medical 
society about 1938. 

The clinics were interrupted by World 
War II and were not fully reactivated until 
after the University Medical School embarked 
upon a full time clinical faculty in 1947, mak- 
ing it possible to provide obstetric consulta- 
tion to revive and expand them. 

The head of the Department of Obstetrics 
and Gynecology now provides consultation 
service to the State Health Department and 
through it to the county maternity clinics. 
A member of the obstetrics and gynecology 
faculty is assigned on a part time basis to 
act as medical consultant to the maternity 
clinics. The consultant’s duties include visits 
to the already existing maternity clinics of 
the county health units; assisting at organiza- 
tion of additional clinics; providing medical 
consultation to the local clinicians and public 
health nurses; and directing the field trips to 
the clinics, of the students during their clerk- 
ship. 

Under the direction of a full time depart- 
ment chairman, the reorganization of the 
undergraduate program made possible a larger 
number of graduates for general practice, 
and an additional and improved training in 
obstetrics and gynecology enhanced their ex- 
perience in maternity care. A residency pro- 
gram was established to provide special train- 
ing to a limited number of physicians who 
will serve as future consultants in their own 
communities. 

Arrangements were made in 1951 whereby 
senior medical students could attend at least 
four sessions of county maternal clinics dur- 
ing their clerkship. The students are taken 
by the obstetric consultant to the clinics on 
their first visits. The consultant makes ad- 
ditional visits as necessary during each clerk- 
ship. 

The local clinician is given an appointment 
on the medical school faculty as clinical in- 
structor. The student is directly under the 
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clinician’s supervision while in the county, 
Some of the clinicians have taken the student 
on house calls or to the hospital or their 
office. They often discuss with the student 
the problems which arise in rural general 
practice. The student has an opportunity to 
observe conferences of the nurses with the 
patients and on occasions may go with the 
nurse on home visits. 

Patients needing special medical care or 
consultation are referred to their family phy- 
sicians or the out-patient maternity clinic of 
the medical school. 

When patients are referred to the medical 
school hospital, the students have a chance 
to follow their progress, and some will see 
the patients again at the local clinic for their 
postpartum check-up. The student sees the 
role of the health department and the general 
practitioner in action, and gets a vision of 
the need, and what can be done to help im- 
prove maternity care. 

Postgraduate courses, of 2-3 days duration, 
were planned for the general practitioners 
and conducted several times a year at the Uni- 
versity. These consisted of lectures, discus- 
sions and demonstrations. One hundred and 
eight physicians have attended these courses 
at the University in the past three years. 

Postgraduate courses were given for nurses 
in charge of the maternity divisions of the 
hospitals in the state with 110 attending the 
two courses. Courses in obstetrics were held 
for the public health nurses by obstetricians, 
which reviewed normal and complicated preg- 
nancy and labor. Maternity nursing care 
courses were conducted by the especially 
trained nurse-midwives. One hundred and 
eight county public health nurses attended 
the 6 all day sessions. 


Recently a public health nurse has been 
added to the obstetrics and gynecology depart- 
ment to help correlate the public health as 
pects of maternity care between medical stu- 
dents, the patients and the local health nurse. 


Two professional, trained nurse-midwives 
were added to the state health department in 
1945. One serves as maternity consultant in 
the nursing division of the state health depart- 
ment and to the county units. She also gives, 
on request, consultation service to hospitals 
on maternity and nursery problems. 

The other nurse-midwife, with the assistance 
of the local health nurse, conducts special 
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classes for midwives, which are held 2 days 
a week for 8-12 weeks. The fundamentals of 
cleanliness, personal and _ obstetric, are 
stressed. The need for and the principles of 
prenatal care, the basic elements of care dur- 
ing normal labor, delivery and puerperium 
are gone over repeatedly in simple language, 
and with demonstrations. Danger signals are 
repeatedly brought to their attention to en- 
able them to know when to call the physician. 
Demonstrations on the manikin are used as 
an aid to better delivery care. They are taught 
which cases they can accept and which ones 
they must refuse. 

Standards and regulations were set up which 
include required equipment for the “midwife 
bag; the types of cases which they are not 
allowed to accept, and mandatory referral of 
patients in labor over 20 hours. In some 
areas these regulations cannot be strictly en- 
forced because of distance from, or lack of 
physicians. In general, no midwife is sup- 
posed to attend any woman who has not had 
a medical examination, a serological test for 
syphilis, or who is known to have a breech 
presentation, twins, toxemia, or is a primi- 
gravida. When there are maternity clinics, 
midwives are urged to bring their patients for 
prenatal supervision. All midwives are re- 
quired to attend monthly meetings held by 
the county nurse. 


Midwives, who attended the special classes 
and have had physical examinations, are 
“graduated” and given permits or diplomas. 
The permits must be renewed each year. A 
physical examination including test for lues, 
stool examination for typhoid, chest x-ray, 
oral test on the regulations, and past adher- 
ence to the regulations, are required for re- 
newal. Permits can now be revoked by law 
upon proof of failure to observe regulations 
and, upon continued infringement, the mid- 
wives can be prosecuted through the courts. 


Midwives who have held permits, but are 
too old, feeble or unable to keep up the 
classes are given “certificates” of retirement 
when the other midwives are graduated. An 
all day health meeting is climaxed by the 
graduation exercises. This meeting serves as 
another means of bringing to the attention 
of the people of the community, what to ex- 
pect of a midwife who has taken these classes; 
It also enables them to know the permitted 
midwives in the community, and the ones 
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who should no longer practice. The special 
ceremonial speech of retirement shows the 
community that the services of these women, 
while appreciated, is now ended, and that they 
are not to be asked to attend cases. 


RESULTS 


Sufficient time has not elapsed to assay the 
effects of this widespread program on a large 
and difficult problem. However, certain mile- 
posts are discernible that are encouraging. 

The number of physicians in rural areas and 
small towns has increased. Of the 1951 grad- 
uates who have entered practice, 20 physicians 
went from internship to rural areas in Arkan- 
sas and only 2 opened offices in urban areas. 
Three of the department trained specialists 
have settled in Arkansas (Fig. 2). 

Several hospitals have been built under the 
Hill-Burton act, but they have not added 
materially to the number of beds available for 


fess than 10 


Wh 70> 24 
2s - 45 
SO - 275 


Fic. 1 


ef 


Fic, 2 
Location of 1951 Class of Medical School. 


y. 
it 
ir 
it 
al 
le 
or 
y- 
of 
al | i 
ir 
al 
of 
> 
| 
ld 
S, 
Distribution of midwives by number, 1951. 
re 
s- eo | ih 
al 
4 cry i 
n Pur 
n 5 
t- 
al 
¥ 


642 


Negro maternity patients. A 400-bed hospital 
is under construction at the new University 
Medical Center which will at least double the 
present number of beds available for ma- 
ternity care. 


There has been a marked increase in the 
number of maternity clinics operated in the 
county health units from 6 in 1945 to 30 in 
1952. Several other units have maternity 
clinics planned to start within the near future 
(Fig. 3). 

Concentrated efforts to control the mid- 
wives and improve maternity care for the low 
income groups have shown favorable results. 
The number of all midwives has decreased 
from 1,403 to 841 or 40 per cent from 1945 
to 1951. The number of non-permitted mid- 
wives reporting deliveries has decreased from 
774 to 403, or a 47 per cent decrease, and the 
number of babies delivered by them from 
2,446 in 1945 to 2,108 in 1951, or a decrease 
of 10 per cent (Tables J and 2). Although 
there has been a 26 per cent decrease in the 
number of permitted midwives, they are at- 
tending approximately the same number of 
births as in 1945. More midwives are con- 
stantly being identified, the poorer ones elimi- 
nated, and others regulated or controlled. 
None are being ignored (Fig. 4). 

The maternal mortality rate has decreased 
from 2.8 per 1,000 live births in 1945 to 1.1 
per 1,000 live births in 1951, a 63 per cent 
decrease during this period (Table 3). 
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DISCUSSION 


Before we can eliminate the services of 
midwives, there are three prerequisites which 
must be provided. An increased number of 
physicians must locate in rural areas, more 
hospital beds per unit of population must be 
provided particularly in the rural areas and 
there must be improvement in the education- 
al and economic level of the people. 


The medical school has an important role 


CLASSIFICATION OF MIDWIVES 


Midwives 1945 1951 
Total Number 1403 841 
Non-permitted 774 403 


TABLE | 


BIRTHS ATTENDED BY MIDWIVES 
Per Cent 
Births Attended by 1945 1951 Change 
All midwives 7158 8 
Non-permitted 2108 10 
Per cent by non-permitted......... 2 29 10 


TABLE 2 


MORTALITY RATES PER 1000 LIVE BIRTHS 
ARKANSAS 
Per Cent 
1951 Change 
Maternal A 1.1 63 
Infant 27.4 10 


Fic. 3 
Prenatal clinics. 


Per Cent 
Change 
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Percentage of decrease of midwives, 1945-1951. 


to play in this program. The undergraduate 
must be given an opportunity to see the need 
for improved medical care in rural areas; to 
learn about the help which is available, and 
in turn catch a vision of providing better care 
for these unfortunate women as a part of his 
responsibility toward the needy of his state. 
Inclusion of visits to maternity clinics during 
their clerkship has given the students an op- 
portunity to see at first hand the rural prob- 
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lems and how they are being handled. Many 
more are planning their careers for rural 
general practice, knowing what help they may 
expect to receive from the local health depart- 
ment, the community and the University Med- 
ical Center. 

The University also has a responsibility to 
its graduates and those physicians practicing 
within its areas, to provide continuing educa- 
tion through intramural and extramural 
programs. It is desirable that the obstetric 
consultant be attached to the medical school 
in order that a closely coordinated under- 
graduate program may be developed. Further, 
the full facilities and prestige of the medical 
school are available when needed. The con- 
sultant forms a very important link in the 
referral system between the midwife, the pub- 
lic health nurse, the local physician and the 
medical center (Fig. 5). 


The State Medical Society’s role lies in its 
efforts to see that more hospital beds are 
made available, especially in rural areas, its 
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Arkansas midwife control program. 
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ability to attract young physicians to areas 
which need physicians, and the sponsoring 
of maternity clinics wherever they are needed. 
The state, county, and local health depart- 
ments also have important roles in the pro- 
gram as outlined. The state’s chief role is in 
its planning, directing and supervisory ca- 
pacity. The supervision and control of mid- 
wives, the case finding and assisting at ma- 
ternity clinics, the follow-up of special cases 
along with the general health education pro- 
gram, are the responsibility of the county 
health units and provide a full program for 
public health nurses at the local level. 


SUMMARY 


Many women in Arkansas are unable to 
secure medical supervision during their preg- 
nancy and are forced to accept midwife care 
at delivery, which accounts for a large part 
of our high maternal and infant mortality 
rates. 


By organizing a referral system, the under- 
privileged women of Arkansas may receive 
medical supervision during their prenatal 
interval at physician-conducted clinics. The 
physician becomes available to receive com- 
plicated labors from the midwife or public 
health nurse. The University provides con- 
sultation and a referral center for those need- 
ing hospitalization (Fig. 5). 

The control, regulation, and education of 
the midwife, especially in her responsibility 
to call on the public health nurse and physi- 
cian for help, will greatly improve the pa- 
tient’s chance for successful labor. Thus even- 
tually all women may obtain protection dur- 
ing their reproductive episodes, first through 
an improved midwife, then an alert public 
health nurse, a physician-conducted prenatal 
clinic, and the obstetrical consultant and the 
state university medical center and its staff. 

Until more hospital beds and local phy- 
sicians are available, until women are eco- 
nomically and educationally prepared to seek 
physician care during their child bearing, the 
midwife has an important role to play in this 
referral system. 


CONCLUSIONS 


(1) At the present time the midwife is es- 
sential in certain areas in Arkansas. 
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(2) A satisfactory system of education, con- 
trol and referral has been developed for the 
midwife. 

(3) This program would seem to be adap- 
table to other areas of the South with similar 
problems. 


DISCUSSION (Abstract) 


Dr. Sidney S. Chipman, Chapel Hill, N. C.—Dr. 
Dodge and her associates have endeavored to deal with 
a problem which is common to many areas in the 
South. 

They have recognized that any plan to control or 
eliminate the midwife must be broader in scope than 
activities limited to the midwife herself. They have 
been rightly concerned with increasing facilities and 
qualified personnel available to the pregnant woman. 
Particularly interesting was her description of the 
planning whereby the medical student assumes a more 
definite role in maternal care. It is obvious that the 
Arkansas program more immediately seeks to control 
the midwife, but from a long term point of view, to 
eliminate her. 


I am in agreement with the scope and method used 
in this program, but I should like to raise a few 
questions concerning some of the initial assumptions. 
Is use of the maternal mortality rate wise or have 
we better criteria of quality of care during pregnancy 
and delivery? It seems to me that figures on fetal 
loss or neonatal morbidity or mortality might be a 
better index of the quality of obstetric care, though 
admittedly more difficult to obtain. 


Caution should be exercised in crediting the de- 
crease in the maternal mortality in Arkansas to the 
program described by Dr. Dodge. Essentially the same 
improvement has occurred in many other parts of 
the country with or without a midwife control pro- 
gram, and in many states where midwives play a 
very small part in the maternity picture. There must 
be a great variety of factors other than education of 
the midwife entering into this more favorable expe- 
rience. 

I should like to know the Arkansas experience with 
maternal morbidity and mortality in women deliv- 
ered by midwives as compared with those delivered 
by physicians. Also, is there anything essentially dif- 
fererit in these two groups of women? Here one 1s 
reminded of Dugald Baird’s work in Scotland in which 
he feels he demonstrated a difference in reproductive 
histories between women of different social classes. 


The role of the public health nurse in prenatal 
care of women to be delivered by midwives, or In 
any prenatal care program, has not been adequately 
explored and is one which might well be considered 
in the Arkansas program. 

Finally, there is another aspect of the midwife 
problem which I believe is very important. Should the 
question of the midwife be considered on other than 
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an economic basis? Must we always approach this 
problem and attempt to justify our position as a 
means of meeting an economic challenge? Or, rather, 
can we draw on the experience in New Zealand, Great 
Britain or Finland in which a well trained nurse- 
midwife plays a major role in maternal care? Is it 
not time to seek solution of the midwife problem from 
a different angle? What could the well qualified 
nurse-midwife contribute to the care of normally 
pregnant women in America? 


Dr. Lydia Alba DeVilbiss, Miami, Fla.—What has 
been done in Arkansas to eliminate or decrease the 
poor maternity risk? 


Dr. Dodge (closing).—I did not mean to give the 
impression that the decrease in midwives alone was 
responsible for the decreased maternal mortality rate, 
though it is one of the factors I am sure. For years, 
I have felt as many of you do, that we should not 
talk about the dead mothers. We should rather talk 
about well mothers; every woman should come 
through pregnancy a well mother with a well baby. 
That is more important than a live woman for she 
can be a liability with poor health. 

We have had difficulty in getting satisfactory fig- 
ures for neonatal rates in Arkansas, because, often- 
times, when a baby dies at home, the death may not 
be reported if there was no doctor. The baby is 
usually buried in a family plot and without an 
undertaker. 

I could not disagree with the idea of having nurse- 
midwives, if we could hire trained ones, as they have 
in some places. In Trinidad, I saw midwives receive 
four years of training in normal hospital deliveries, 
before they are sent out to a district. At one time, 
nurse-midwives were used in Alabama but the cost 
of such a project was so great that the plan could 
not be continued. Adequate medical help was not 
always available when they needed it. 


There is no reason why a nurse-midwife cannot be 
trained to do normal deliveries and much of the 
routine prenatal care, but in areas where they are 
needed, supporting medical assistance and finances 
forbid it. In one of our county prenatal clinics a 
nurse-midwife volunteers her services, at the clinic 
sessions. ‘The doctor is present, talks to the patients 
and takes care of the problems that the nurse-midwife 
calls to his attention. The nurse-midwife examines 
the patients and does the pelvic measurements. She 
also attends patients at delivery on a private basis. 

Young Negro women do not go into midwife work, 
because they do not want to or cannot leave their 
young families. Besides there still seems to be a 
superstition that until a woman has borne three or 
four children herself “she ain’t no good.” 


In reference to Dr. DeVilbiss’ question, the State 
Medical Society has not authorized the Arkansas State 
Health Department to do anything about controlling 
or limiting births. Therefore there is nothing being 
done in the County Maternity Clinics regarding this 
problem. There are places in the state where women 
can get help from private practitioners or at some 
of the clinics not associated with State or County 
Health Departments. 


MANAGEMENT OF PSYCHIATRIC 
PATIENTS WITH ABNORMAL ELEC- 
TROENCEPHALOGRAMS* 


By Irvine Pine, M.D. 
and 
Mitton M. Parker, Pu.D., M.D. 
Columbus, Ohio 


The electroencephalogram has proven its 
value in epileptic disorders and in organic 
brain lesions. Its applicability in the field of 
psychiatry requires more careful evaluation 
and further research. This paper is con- 
cerned with the description of the manage- 
ment of psychiatric patients with abnormal 
electroencephalograms. 

In the present state of our knowledge the 
important factors in evaluating an electro- 
encephalographic abnormality are: (a) ten- 
sion effects, (b) drug effects, (c) paroxysmal 
activity, (d) organic lesions, (e) unknowns 
of neuro-physiology and (f) mixtures of the 
foregoing. 

Repeat electroencephalograms at weekly or 
ten-day intervals where nonspecific abnormal- 
ities occur will aid in ruling out tension and 
drug effects. The value of this procedure is 
necessitated by the frequent abuse of various 
drugs, barbiturates, alcohol, bromides and 
opiates. 

The use of anti-epileptic medication is rec- 
ommended for patients with seizures and par- 
oxysmal electroencephalographic abnormal- 
ities. However, some patients with seizures 
will prove to have psychogenic disturbances 
of significant proportions. In such cases the 
electroencephalogram must serve as a deter- 
minant for medication only if definite paro- 
xysmal activity occurs, supplemented with 
psychotherapy. Nonspecific electroencephalo- 
graphic abnormalities these patients 
should not be a signal to use medication but 
rather to evaluate the total picture and to 
consider the relative role of psychotherapy. 


The following case histories are some exam- 
ples of the various management problems en- 
countered: 


*Read at Conjoint Meeting of the Southern Electroencephalo- 
graphic Society with the Section on Neurology and Psychiatry, 
Southern Medical Association, Forty-Sixth Annual Meeting, 
Miami, Florida, November 10-13, 1952. 

*From the Department of Psychiatry, College of Medicine, 
Ohio State University, Columbus Receiving Hospital, Colum- 
bus, Ohio. 


3 
he 
ip- j 
| 
Dr. 
ith 
the 
or 
an 
ave 
ind 
an. 
the 
ore 
the : 
rol 
to 
sed 
few 
ns. 
ave 
ncy 
tal 
2 a 
igh 
de- 
the 
me 
of 
a 
just 
of 
pe 
‘ith 
liv- 
red 
dif- 
» is 
‘ich 
ive 
atal 4 
in 
tely { 
red 
vife 
the 4 
han 
| 
= ak 


SOUTHERN MEDICAL JOURNAL 


ur 

LA 


an. 


(R.W.) Electroencephalogram showing a predominant fast wave abnormality 
which is non-specific. 


July 1953 


646 | 
Re. 
us 
: 
| 
a! 
: Fic. 1 
(J.R.) Electroencephalogram showing prominent paroxysmal activity. 
} 
| Fic. 2 


PINE AND PARKER: PSYCHIATRIC PATIENTS 


GEN. RE 


Rev. 


\ [souv 


Fic. 3 


2 


(N.M.) Electroencephalogram showing prominent paroxysmal activity developed 
only during over-ventilation. 
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(E.W.) Electroencephalogram showing non- -specific abnormality with the frequency 
analyzer yielding prominent activity in the 7-8/sec. range, and other activity in 
the slow 4-5/sec. range and in the fast 15-16/sec. range. 
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J].R—A_ 52-year-old white, married, man _ school 
teacher, admitted on February 27, 1952, suffering from 
a toxic psychosis due to barbiturates, paraldehyde, 
gynergen,® malnutrition and small amounts of bro- 
mides. 

He was a very impatient, critical individual who ad- 
mitted a caustic attitude toward his students. He com- 
plained that he could not make a change in his work 
habits because of migraine headaches. Although he 
could speak in a pleasant manner, he would, for the 
slightest provocation, become irritable and critical to 
the point of antagonism with all the personnel and 
staff about his headaches. 

An electroencephalogram on March 10, 1952 was 
abnormal. Dominant activity was 10/sec. Several short 
bursts of high voltage spikes and sharp slow waves 
appeared paroxysmally. 

A repeat electroencephalogram, two weeks later, was 
similar except that there were more prominent ab- 
normalities in the form of a greater tendency to par- 
oxysmal activity (Fig. 1). 

In view of the 30-year-old history of headaches of 
sudden episodic type and a paroxysmally abnormal 
electroencephalogram, the patient was given dilantin,® 
0.1 grams three times a day and mebaral,® 30 mg., 
four times a day. 

For the first time in his life the so-called “migraine 
headaches” became infrequent. He was not so irritable 
and angered as previously. Psychological testing 
showed that we were dealing with an essentially con- 
stricted rigid, compulsive, self-centered individual who 
often used projection in his attitudes of adjustment; 
and for that reason, in addition to the anti-epileptic 
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medication, he was carried on outpatient psychother- 
apy. He returned to his position as school teacher and 
adjusted well to the school routine. 


This case illustrates the simultaneous use of 
anti-epileptic medication and psychotherapy 
in a patient with headaches, a paroxysmal 
electroencephalographic abnormality and psy- 
chologic difficulties. 


R.W.—A 47-year-old, twice married, paperhanger 
and decorator, was admitted on April 14, 1952, com- 
plaining of “sleeping spells and blackout spells” which 
had occurred since November, 1951. The first severe 
blackout spell occurred while he was working in a 
hospital. 

An electroencephalogram previously done and_re- 
peated on April 17, 1952 showed a continuous fast ac- 
tivity of 15-20/sec. waves of low and medium voltage, 
interspersed with fast spikes which appeared as a back- 
ground activity and occasionally in short volleys in all 
leads (Fig. 2). 

Despite the fast wave abnormality in the electro- 
encephalogram, it was felt that the patient’s problems 
were primarily of psychogenic origin. Because he had 
a history of taking alcohol, barbiturates and other 
miscellaneous drugs, he was placed on intensive psy- 
chotherapy without medication. He spent over a 
month in the hospital without a seizure and it was 
noted that as soon as he returned home seizures re- 
occurred. Interviews revealed that these seizures were 
correlated with arguments with his wife about the 
social conduct of the stepdaughter or problems direct- 
ly related between him and the stepdaughter. For 
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Electroencephalogram showing a dominant 10/sec. 
instability and spike-like sharp waves arising from the basic rhythms. 
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example, one day he heard the police siren, was sure 
that his stepdaughter misbehaved, was to be taken to 
the city jail and he experienced a “blackout.” 


During outpatient psychotherapy he kept up a con- 
tinuous pressure to try anti-epileptic medication. He 
was given 60 mg. of dilantin,® three times a day. For 
the first time he became hostile to the therapist, com- 
plained of more seizures, said that he was convinced 
there were no problems with his stepdaughter or wife 
and discontinued treatment. 


This case illustrates the possible pitfalls of 
using anti-epileptic medication when the in- 
terpersonal difficulties of the patient are 
paramount and the electroencephalographic 
abnormality is nonspecific. 


N.M—A 24-year-old, white, married, day laborer, 
father of a five-weeks-old girl, complained of being 
nervous and feeling like dying for the past six months. 
Upon admission, he was diagnosed as catatonic schizo- 
phrenia. At no time was a history elicited of any 
blackouts, seizures or unconscious spells except for a 
car accident in July, 1945, when he suffered a fracture 
of the right side of the skull with a period of uncon- 
sciousness for about ten minutes. At that time there 
were no other known sequelae. 


An electroencephalogram, on April 29, 1952, showed 
an essential normal resting record at 10/sec. frequency. 
However, a six-minute period of overventilation elicit- 
ed sharp waves of moderately high voltage arising out 
of the basic rhythms followed by several sustained 
paroxysmal discharges containing 3-314/sec. high vol- 
tage waves as well as moderately high voltage 4-6/sec. 
waves in all leads. During two of these paroxysmal 
discharges, there was noted clinically a brief loss of 
consciousness with fluttering movements of the eyelids 
(Fig. 3). 

During the patient’s hospital stay, he talked merely 
about being well, wanting to leave the hospital and 
wanting the hospital to get him a pension either from 
the insurance company or from the government. He 
was perplexed, indecisive and often spent endless hours 
either walking up and down the hall or just sitting 
and staring. After two weeks he requested his volun- 
tary discharge and this was granted against medical 
advice. It was difficult at the time of discharge cor- 
rectly to evaluate the patient’s abnormality. However, 
subsequent return visits on the part of the patient 
showed that he had made a marked improvement im- 
mediately upon release from the hospital and return 
to his father’s farm. 


It was felt that even though there was a 
paroxysmal abnormality in the electroenceph- 
alogram that could be treated if seizures oc- 
curred, this should be held in abeyance for a 
time since the relationship of the head injury 
with the abnormal electroencephalogram and 
the patient’s abnormal personality reaction 
could not be properly evaluated at the time. 


E.W.—A 53-year-old white, married, male cook, was 
admitted on July 1, 1952, because of nervousness for 
the past year. About one month before admission he 
had an anxiety attack and since that time he had more 
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fears and feeling that he would die. The patient had 
been taking a great deal of whiskey and sedatives, 
especially phenobarbital. 


His initial electroencephalographic tracing on July 
2, 1952, showed 7-8/sec. waves of medium voltage. Slow 
4-5/sec. waves of medium voltage and 15-16/sec. waves 
of low and medium voltage appeared in all leads 
throughout the record. The tracing was abnormal and 
unusual because it contained three clearly defined 
frequencies (Fig. 4). 

Repeat electroencephalograms, however, showed that 
the abnormality persisted and the record still contained 
two clearly defined frequency ranges: 7 and 15-16/sec. 

The patient admitted that following his second mar- 
riage, about a year previously, his difficulties began 
and were related to his hostile dependent feeling to- 
ward his wife, his inferiority feelings to men in gen- 
eral and his passive dependent behavior in trying to 
adjust to his work situation. Hospitalization resulted 
in a decreased severity of apprehensive and phobic 
behaviors and he gained reassurance about his phys- 
ical condition. However, continued psychotherapy was 
recommended and the patient did not follow this rec- 
ommendation. 


The nonspecific electroencephalographic 
abnormality did not warrant any medication 
for this patient not only because of his type 
of symptoms, but also because the first elec- 
troencephalogram led us to believe that he 
had been using brbiturates and perhaps oth- 
er drugs indiscriminately. 


C.J——A 32-year-old, white, married, male machinist 
was admitted on February 22, 1952, following a suicidal 
attempt. On December 13, 1951, during the weekly in- 
spection of the National Guard, he suddenly fainted 
and passed out for about five minutes. He had similar 
spells the following day and became confused and de- 
pressed. He also had an interesting history of black- 
out spells with bizarre behavior during and immediate- 
ly following sexual intercourse for the past seven to 
eight years. 

An electroencephalogram showed a dominant rhy- 
thm of 10/sec. with pronounced voltage instability 
and spike-like sharp waves arising from the basic 
rhythms (Fig. 5). 

During the patient’s four weeks hospital stay he did 
rather well. He immediately lost his depressive reac- 
tion, was cooperative and had no spells or seizures of 
any kind. 

It was learned that he had a great deal of hostility 
toward his wife, who had been unfaithful to him be- 
fore and during his service in the Army. The patient 
was a very compliant, perfectionistic individual who 
spent all his days and nights working and never spent 
any time at home with his wife and three children. At 
first no hostility was expressed toward his wife. How- 
ever, for moral reasons he felt that he ought to leave 
her. When he left the hospital he expressed great 
hostility toward his wife but decided now that they 
understood each other better he would continue 
to live with her, especially for the children. At no 
time did the patient have any seizures nor was there 
any further history of spells or bizarre behavior during 
sexual intercourse. 
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In spite of the abnormal electroencephalo- 
gram it was thought that sedative medication 
or anti-epileptic medication was not indicated. 
The patient's improvement and freedom from 
seizures after psychotherapy was satisfactory. 


SUMMARY 


Electroencephalograms taken in the study 
of psychiatric patients at times reveal an ab- 
normal wave pattern. An evaluation of the 
abnormalities is necessary for the proper man- 
agement of the psychiatric patient. If local 
lesions are excluded, then paroxysmal dis- 
charges are most important for the medical 
management of the patient. In this regard it 
often will be necessary to use psychotherapy as 
well as anti-epileptic medication. 

One should proceed with caution in treat- 
ing patients whose electroencephalographic 
records show nonspecific abnormal brain 
wave patterns with anti-epileptic medication, 
especially barbiturates or other sedatives. In 
general, the management of the patient should 
proceed along the lines of problems related 
to interpersonal difficulties, with psycho- 
therapy as the treatment of choice. 


ELECTRODYNAMIC FIELD THEORY 
IN PSYCHIATRY* 


By Lronarp J. Ravitz, M.D. 
Durham, North Carolinat 


Introduction of the field concept into psy- 
chiatric thinking seems both natural and 
challenging inasmuch as all processes used in 


*Read in Section on Neurology and Psychiatry, Southern 
Medical Association, Forty-Fifth Annual Meeting, Dallas, 
Texas, November 5-8, 1951. 


*From the Department of Psychiatry, Duke University 
School of Medicine, Durham, North Carolina; the Veterans 
Administration Hospital, Roanoke, Virginia; and the Section 
of Neuro-Anatomy, Yale University School of Medicine, New 
Haven, Connecticut. 

*Reviewed in the Veterans Administration and published 
with the approval of the Chief Medical Director. The state- 
ments and conclusions published by the author are the result 
of his own study and do not necessarily reflect the opinion or 
policy of the Veterans Administration. 


*This project was subsidized by the Lyman Research Fund. 


*Acknowledgment of greatly appreciated assistance is ex- 
ressed to Drs. Richard S$. Lyman, Harold S. Burr, and R. 
urke Suitt for making this project possible; Dr. Lee G 
Sewall and other members of the Roanoke Veterans Adminis- 
tration Hospital for their interest and cooperation; Dr. George 
S. Eadie for providing laboratory space at Duke; Dr. George 
F. Sutherland for his helpful comments; Mrs. Alice Johnston, 
Miss Remie Ross-Duggan, Prof. Elon H. Clark, and the staff 
of the Duke Division of Medical Art and Illustration for 
painstakingly executing the complex graphs; and Mrs. Harriet 
James for secretarial assistance. 

tMailing address now is South Park Manor, 13800 Fairhill 
Road, Shaker Heights 20, Ohio. 
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explaining any biological phenomenon can 
be finally reduced to a field basis. In other 
words, all living organisms consist of electri- 
fied particles which both determine and are 
determined by the complex electrical fields 
in which they are embedded. The behavior of 
any local system, therefore, constitutes and is 
in part constituted by nature as a whole and 
by the physical fields with which it is sur- 
rounded. 

Historical Considerations.—At first glance, 
this might seem to represent a reversion to 
ancient Greek thought which, dominated by 
Plato, Eudoxus, Aristotle, Euclid, Archime- 
des, and Apollonius, emphasized the entire 
spatial and astronomical universe as a whole. 
However, the Greeks conceived of nature as 
a purely formal, changeless structure, uncon- 
ditioned by matter, in which there was a fix- 
ity of biological types. This contrasts marked- 
ly to traditional modern science which, fol- 
lowing Galilei’s founding of “the science of 
local motion,” Newton’s principle of isola- 
tion which stressed mass rather than struc. 
ture, and finally Darwin’s theory of evolu- 
tion, shifted the emphasis onto physical, 
chemical and biological entities and the vari- 
ability and modification of forms. Discontin- 
uous material causes were therefore substi- 
tuted for the Greek continuous formal causes. 
This gave impetus to the current conception 
of specialization, that scientific knowledge is 
possible for a person only in a very circum- 
scribed field, and that to talk about the 
whole is meaningless speculation. Yet to con- 
ceive of the universe as a discontinuous con- 
glomeration of moving particles implies that 
order in nature is but a temporary effect and 
does not take into account the field as a caus- 
al factor; the more philosophical Greeks, on 
the other hand, emphasized continuity and 
organization at the expense of interpreting 
nature as a single substance. 

The more modern emphasis has been fortu- 
nately supplemented in the twentieth century 
by field physics which synthesized these two 
previously contradictory postulates, empha- 
sizing the reciprocal causal relationship be- 
tween fields and particles.1¢ This appears in 
wave mechanics, although it was first demon- 
strated by Einstein’s verified theory of rela- 
tivity which proved the Neutonian fallacy of 
separating the relatively constant spatial 
structure into an independent entity called 


| 
| 
| 
| 
| 
| 
| 
| 
| 
| 


Vol. 46 No. 7 


absolute space. Einstein eliminated this con- 
ception and later ones dealing with an inde- 
pendent ether by merging matter, space, and 
time and showing that the metrical field 
actually is a condition for and determiner of 
the behavior of matter.® 

It is generally believed by physicists that 
there are three sets of forces: nuclear, gravita- 
tional, and electrical field forces. These may 
be considered as definable, measurable aspects 
of a primary field property of the universe. 
Nuclear forces are probably the most power- 
ful known; however, they operate over such 
short distances as to be generally inappli- 
cable, at the present time, to psychiatric or bi- 
ological problems. Gravitation, although im- 
portant in its influence on growing matter, is 
not sufficiently strong to control morpho- 
genesis. This leaves electrical field forces, 
which like the others, lend themselves to ex- 
perimental analysis and verification. 


Electromagnetic field forces were first dem- 
onstrated by Faraday and expanded mathe- 
matically by Maxwell, Lamar, and Lorentz. 
The electromagnetic field possesses a vector 
property capable not only of establishing the 
position of all charges within its range, but 
also of giving direction to the movements of 
the charges, and therefore, is potentially ca- 
pable of establishing pattern or design in 
matter. It follows that living organisms, com- 
posed of the same atoms or charges found in 
inorganic matter and being a part of the uni- 
verse, must be controlled by electrical fields 
of force unless they are conceived of as special 
creations outside all laws governing the cos- 
mos and subject to the controls of non-physi- 
cal factors such as Aristotle’s “final cause,” 
Bergson’s élan vital, or Driesch’s “entelechy,” 
which represent qualitative descriptions of 
events incapable of scientific analysis. Some- 
what better were Gurwitsch’s “embryonic 
fields,” Child’s “physiological gradient,” Rig- 
nano’s “biological energy,” Spemann’s “orga- 
nizer,” Weiss’ “biological field,” Kéhler’s ges- 
talten, or mechanical or chemical tropisms, 
all of which have certain validity as descrip- 
tive terms, but are not explicit to the nature 
of the forces involved. 


Biological Considerations. — The estab- 
lished findings of contemporary physics and 
adjuvant observations of scientists such as 
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Lund, who showed an important relationship 
between DC potentials and growth and re- 
generation,'* led Burr and Northrop to pro- 
pose that potential differences in organisms 
define an electrodynamic field which reflects 
fundamental biological activity.6 Then con- 
structing specially designed instruments with 
an input impedance of 10 megohms in order 
to measure pure voltage gradients independ- 
ent of current flow or resistance changes,'® 
their deductive hypothesis was borne out 
later by demonstrating in over 100 studies 
that standing potentials exist in reproducible 
form,* exhibit a characteristic pattern, define 
an electrodynamic field which can be plotted 
with electrodes in the surrounding dielectric 
2-6 mm. from the organism,57 and are closely 
related to biological activity, capable of de- 
tecting ovulation;!4 neoplastic growth;!? 
form, growth capacity, hybrid vigor, and gen- 
etic constitution of plant embryos, fruits, and 
seeds;7 16 and even the longitudinal axes of an- 
imal embryos before their eggs are fertilized.* 
Since the axes of animal embryos coincide 
with the axes of electrical fields which exist 
before and after fertilization, despite innum- 
erable chemical reactions, up to the forma- 
tion of a definite nervous system, there is in- 
dicated a definite relationship of the field to 
the design of protoplasmic systems and to 
their genetic constitution. 


Psychiatric Considerations —This method- 
ology was first applied to psychiatric prob- 
lems in 1936 by R. S. Turner,?® who thought 
that the magnitude of potential differences 
on 6 human subjects could be correlated with 
psychotic states. A similar technic was tried 
by Grenell, Moore, Burr, Brown, and Fried- 
man,!° who in 1947 suggested that various nos- 
ological entities could be correlated with DC 
readings. Following the first demonstration 
of DC voltage shifts associated with hypnotic 
states in April 1948,15 1921 continuous daily 
measurement of human subjects was begun in 
August 1948.7°-?4 Using the same electronic 
technic, records covering daily variations for 
a period of at least one month have been 
made on 100 subjects to date.t These have 
been compared with the independent clinical 


*There is an insignificant current drain from the system 
being measured, as the meters draw less than 10-' part of 
an ampere. 


tFebruary 1953. 
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observations of daily fluctuations in their 
moods, recorded over the same period. 


Two bilateral series of 4 potential differ- 
ences between head and anterior chest wall 
were summated and averaged, using reversi- 
ble silver-silver chloride electrodes operating 
in isotonic saline solution (Table 1). 


Results in millivolts were then tabulated 
both as algebraic and arithmetic summations 
in order to ascertain whether polarity as well 
as absolute voltage gradient was of any signi- 
ficance in disturbed emotional states.?3 24 Po- 
larity always refers to the head reading rela- 
tive to the chest. 


The first subjects had 2-3 daily readings; 
however, with the exception of one individ- 
ual who was recovering from a mild depres- 
sion, there were no marked diurnal varia- 
tions, or differences between readings before 
and after meals, exercise, or vigorous rub- 
downs. The average values ranged between 
—7 and millivolts. However, departures 
from this range were soon observed. Corre- 
sponding departures in mood were noted, 
and compared with excursions from the aver- 
age values. In 1950, body temperature, blood 
pressure, pulse, and local atmospheric condi- 
tions were also considered. These variables 
could not be correlated with DC potentials 
which, however, showed predictable varia- 
tions approximating the full and new moons, 
a potential rise, either positive or negative 
preceding or following the lunar day by 24- 
72 hours. A double potential spike preceding 
and following the lunar day was occasionally 
encountered.”? 23 24 Infrequently, the highest 
spikes occurred during an interlunar period. 
However, combined 5-day running averages 
of the group measured daily for 8 months 
maintained the same rhythmic variations 
which were even more significant when plot- 
ted with respect to polarity. Similar cyclic 
phenomena were also present in oak, elm, 
and maple trees which have been measured 


Grid Electrode 
Right temporal region 


Ground Electrode 


right chest, midclavicular line 


Right temporal region 2 left chest, midclavicular line 
Left temporal region 3 right chest, midclavicular line 
Left temporal region 4 left chest, midclavicular line 
Taste | 


Electrode placements used in DC spot determinations. 


continuously in Old Lyme and New Haven, 
Connecticut since 1943 with weatherproof 
electrodes permanently embedded in the cam- 
bium.* These cycles were later demonstrated 
in a group of mice. An artificial tree, on the 
other hand, did not reveal any potential 
changes. Seasonal cycles also seemed to be 
present, the potentials increasing in positivity 
from October until about the middle of Jan- 
uary, then dropping to a low point sometime 
in May. During this time, in both trees 
and human subjects, the polarity often re- 
versed, becoming increasingly negative.?°-*4 

Psychotic, neurotic, and normal subjects 
were placed in three groups without regard 
to DC results: 

(A) The Severely Maladjusted—In the psychotic 
group, this designated individuals who were suffici- 
ently disturbed to require in-patient care, or those on 
ground privileges who remained very tense and pre- 
occupied. In normal and neurotic groups, this denoted 
basically unstable persons who because of conflict, fre- 
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quently behaved in an irrational fashion and could 
not make satisfactory working, interpersonal, or sexual 
adjustments; or reasonably stable individuals faced 
with severe situational conflicts at the time. 

(B) The Intermediate Group. 

(C) The Reasonably Well Adjusted.—Individuals 
who despite any marked psychological deviations 
tended to have minimal conflicts, making a good 
adjustment at the time, even though such adjustment 
might be achieved only in the restricted milieu of a 
secure social group, who generally behaved in a more 
rational fashion. Psychotics classified as (C) would be 
adjusted at a psychotic level without showing much 
manifestation of conflict. This might include, for ex- 
ample, simple schizophrenics and deteriorated cases of 
dementia praecox. 


Figures 1, 2 and 3 illustrate algebraic 5-day 
running averages of the groups whose poten- 
tials were plotted between October 31, 1950 
and June 15, 1951. Parenthetically designated 
code numbers denote hospitalization. Three 
examples relating mental changes to electro- 
cyclic phenomena follow: 

(A)33 (Fig. 2)—A 34-year-old patient suffering from 
schizophrenia, mixed type, and recommended for lo- 
botomy, gave readings which were at first uniformly 
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positive, reaching their highest level (+200 millivoits) 
on the day of the new moon, February 6. This, and 
subsequent potential increases were always associated 
with subjective feelings of increased “dreaminess” and 
“pressure on (his) mind.” Objectively, he was consid- 
erably more tense, irritable, and preoccupied at such 
times. Lower readings coincided with increased alert- 
ness and better contact with his environment. The 
cyclic rhythm was regular; during the recordings, 
which were discontinued in June, there was a seasonal 
decrease in potential. This general decrease (which 
also occurred in most of the other subjects) coincided 
with increased spontaneity. During much of this peri- 
od he did not feel “dreamy” at all. As can be seen in 
the graph, his ground privileges were temporarily re- 
voked during a period of irrascibility (coinciding with 
a high potential period: +159 millivolts, March 30, 
1951), but were restored when his overt behavior had 
begun to improve. At this time, his potentials were 
decreasing (+127 millivolts, April 16, 1951). 

(A)31 (Fig. 2)—A 26-year-old patient suffering from 
schizophrenia, paranoid type, and recommended for 
lobotomy, showed a regular rhythmic cyclic pattern 
similar to that of (A)33, though of lower voltage. 
Highest potential spikes, which like the others ap- 
proximated the lunar day, were associated with in- 
creased desires to preach, irritability, paranoid no- 
tions, and tenseness. At such times he usually did not 
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feel well physically. His paranoid ideas were less in- 
trusive during the generalized potential decrease; he 
felt better, ate ravenously, gaining 44 pounds, was 
considerably less tense, and was granted ground privi- 
leges on April 24, 1951. 


(A}45 (Fig. 2)—A 21-year-old patient suffering from 
schizophrenia, paranoid type. At the onset of his po- 
tential measurements he was extremely tense, hos- 
tile, irritable, and occasionally assaultive. He misin- 
terpreted the physician as various characters ranging 
from political figures to the devil, and on one occa- 
sion, smashed the microvoltmeter (before readings 
could be obtained for that day. Following electro- 
shock treatment, hostility disappeared and he became 
less withdrawn. Paranoid notions, however, were still 
present, but not intrusive into his general conversa- 
tion. He was given ground privileges on May 31, 1951. 
During wet packs and electroshock treatments, his 
cycles were irregular, although highest potentials ap- 
proximated the full or new moons and were associated 
with exacerbations of mental symptoms. However, the 
electrocyclic pattern decreased in voltage and became 
more rhythmic after 21 electroshock treatments. Due 
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to the seasonable decrease in voltage, it is difficult 
to assess the effect of electroshock treatments in re- 
ducing his potentials. 

Despite a marked decrease in the subjects’ 
potentials from February to June, it was im- 
possible to evaluate any mental changes in 
(A)35 (Fig. 3), a chronic catatonic schizophre- 
nic who remained mute throughout this pe- 
riod. Likewise, no discernible changes were 
noted in (C)38 (Fig. 2) and (B}#0 (Fig. 3) who 
were relatively uncommunicative and out of 
contact. Both were suffering from _hebe- 
phrenic schizophrenia. (N )46 (Fig. 2), an apha- 
sic neurological case, was also difficult to as- 
sess. However in the other subjects there were 
usually marked subjective and objective men- 
tal changes during periods of highest poten- 
tial, depending upon their individual tem- 
peraments. With few exceptions, irritability 
threshold and sense of well-being decreased 
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concomitantly with considerable voltage in- 
creases (positive or negative) and increased 
during periods of voltage decreases. 


From Figures 1, 2 and 3, it is apparent that 
electroshock treatment does not appreciably 
influence electrocyclic phenomena, although 
if a patient begins to improve during or fol- 
lowing shock therapy, a decrease in voltage al- 
ways occurs. 

Table 2 summarizes arithmetic and alge- 
braic monthly means and characterizes all 
subjects whose potentials were recorded from 
January 23-June 15, 1951. As with the 1948- 
1950 determinations on non-patients, daily 
and monthly potential averages correlate bet- 
ter with emotional disturbances when deter- 
mined as absolute values; the cycles, however, 
are considerably more conspicuous when 
plotted algebraically. 


In the 1950-51 groups, there were only two 
patients classified as manic-depressive, manic 
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phase: (B)/9 and (A)30 (Fig. 1). These had 
arithmetic monthly means of 36.8 and 37.0 
millivolts, respectively, November and De- 
cember 1950. As the most excited manic, (A)30, 
was 57 years old, it is difficult to compare her 
readings with those of younger subjects for 
it has been established that older trees and 
mice have lower voltage fluctuations, which 
in mice are at their peak during the first 
third of the animal’s life, level off in the 
middle third, and decline during senescence. 
A much younger unstable cyclothymic non- 
patient, (A)25 (Fig. 1), had arithmetic 
means of 62.6 and 42.0 millivolts during the 
same period. On the other hand, (A)27 and 
(A)22 (Fig. 1), who were suffering from de- 
pressions, had monthly averages of 55.2 and 
34.2 millivolts—the latter one month earlier 
(November, presumably a lower potential 
period) and accompanied with considerably 
more electroshock treatments. The monthly 
means of most of the schizophrenic group 


ARITHMETIC AND ALGEBRAIC MONTHLY MEANS, 1951 (MILLIVOLTS) 


Diagnosis Subject* Age February 


March April May Average Mean 


Schizophrenia, mixed type (A)33o 34 146.4..+146.4 


Schizophrenia, paranoid type (A)31l¢ 26 98.4..+ 98.4 
(A)45o 21 65.4..+ 65.2 
(A)39¢ 27 55.6..— 55.6 


Schizophrenia, catatonic type (A)35¢° 27 72.0..+ 68.2 


Schizophrenia, unclassified (A)41¢ 28 71.4..+ 53.8 


(B)36¢ 35 49.2..+ 27.4 


Schizophrenia, paranoid (B)40o 27 61.6..+ 56.8 
and hebephrenic type 


Schizophrenia, (B)34d 25 36.2..+ 27.0 
hebephrenic type (B)37¢ 28 31.0..— 7.0 
(C)38o 41 25.0..+ 16.8 


Schizophrenia, simple type (B)32¢ 26 $1.2..+ 17.6 
Passive-dependent reaction (A)42¢ 35 
Basal ganglia encephalopathy (N)46¢ 44 


Schizoid personalities 25 
B 489 38 
27 
28 


Reactive depression 29 


Severe situational conflicts 
without primary depressive A439 27 
or schizoid features A47d 27 


132.0..4+132.0 95.8..4+95.0 79.4..+794  113.4..+113.2 


65.4..4+ 63.8 55.0..454.8  41.4..+37.2 65.1..4- 63.6 
53.4..+ 37.0 43.6..+41.0 30.6. . +25.6 48.3..+ 42.2 
58.8..— 58.6  19.4..—12.2 29.8. .—26.4 40.9..— 38.2 


42.6..4+ 40.6 24.0..4+15.2 22.4..+11.6 40.3..+ 33.9 


+ 
53.8..+ 42.6  33.2..4+23.8 34.2..+17.4 48.2..+ 34.4 


31.2..— 23.0 22.4..— 8.6 21.0..+ 1.6 31.0.. 0.7 


37.0..4+26.0  29.6..+425.4 40.4. 33.3 


26.4.. 0..+17.6 23.8. .+18.8 
32.8.. 
28.0.. 


30.0..— 22.0 


*Parenthetically designated code numbers denote hospitalization. (N) indicates neurological cases. 


Taste 2 


Clinical diagnosis of 21 subjects compared with their mean DC voltages, February-June 1951. 
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during February were significantly higher, al- 
though many schizophrenics during this pe- 
riod, as well as during November and Decem- 
ber, had lower monthly means than the 
manic-depressive groups. Tables 2 and 3 sug- 
gest that these schizophrenics with relatively 
low voltages comprise the simple and hebe- 
phrenic sub-types, in contrast to the average 
monthly potentials of the most disturbed 
schizophrenics not undergoing treatment at 
the time which exceeded 90 millivolts, for ex- 
ample, (A )33: 146.4 and (A)31: 98.4 millivolts. 
These patients, in addition to (A}/, were 
recommended for lobotomy (Figs. 2 and 3). 

During February, the arithmetic and alge- 
braic monthly means of the first 12 patients 
being studied at the Roanoke Veterans Ad- 
ministration Hospital were compared with 
their current clinical status, as determined 
independently by the Assistant Chief, Pro- 
fessional Services (Dr. Eugene M. Caffey, Jr.), 
who quantitatively listed them both as to 
presumed degrees of intrinsic disturbance 
and overtly disturbed behavior. All subjects 
were also rated by the author (4), (B) and (C), 
without regard to their DC readings. 

Table 3 shows that intrinsic disturbance 
and, to a lesser degree, overt behavior devia- 
tions closely approximate the February 
monthly means when the patients are divided 
into three groups. In the lowest millivolt 
group, all subjects were rated (B) except 
one who rated (C); and in the highest, they 
were all classified as (A). During the month, 
the (A)’s ranged between 55.6 and 146.4 mil- 
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livolts (—55.6 to +-146.4 with signs), (B)’s be. 
tween 31.0 and 61.6 millivolts (—7.0 to +56.8 
with signs), and the one subject rated (C) had 
a mean of 25.0 millivolts (+/6.8 with signs). 
This gradation is consistent with the findings 
of “normal” individuals from 1948-1950, al- 
though their means were all considerably 
lower. DC readings, therefore, seem to fur- 
nish a good index to the degree of intrinsic 
personality disturbance. In both of the clin- 
ical status lists above, (A)42 was placed near 
the bottom as he was not believed to be psy- 
chotic, despite a life-long history of seclusive- 
ness and periodic nomadism. Although he 
manifested no overt behavior disturbances in 
the hospital, he was continually fretting 
about his incarceration, and upset about his 
family’s finances during most of his hospitali- 
zation. For these reasons, he was classified as 
(A), and in fact, showed a higher monthly 
mean than most of the obviously schizophre- 
nic patients who were being measured at the 
time. 


Unfortunately, it was impossible to carry 
this group through fall, winter, and spring; 
thus, a long-range picture of the seasonal cy- 
clic trend could not be ascertained as it was 
in 1949-1950 when the Yale group was re- 
corded for 8 months. The general trend to- 
ward decreased positivity from January 
through May is still evident, however, al- 
though the months of lowest positive or high- 
est negative values vary somewhat among dif- 
ferent subjects. In general, more negative po- 
tentials were produced during that time; in- 


PRESUMED DEGREE OF 
DISTURBANCE 


FEBRUARY 1951 


Overt 


Intrinsic Behavior (millivolts) 


ARITHMETIC AND ALGEBRAIC 
MONTHLY MEANS 


Official Diagnosis 


(A)41 (A)41 (A)33 ...... +146.4....schizophrenia, mixed type 

(A)33 (A)33 (A)31 ... 98.4 ..+ 98.4....schizophrenia, paranoid type 

(A)39 (A)35 (A)35 + 68.2....schizophrenia, catatonic type 

(A)31 (A)39 + 53.8....schizophrenia, unclassified 

(A)35 (A)31 + 66.6....passive-dependent reaction 

(B)36 (B)36 (B)40...... + 56.8....schizophrenia, paranoid and hebephrenic type 
(B)40 (B)37 — 55.6....schizophrenia, paranoid type 

(B)32 (C)38 + 27.4....schizophrenia, unclassified 

(B)37 (B)40 (B)S4...... $6.2......+ 27.0....schizophrenia, hebephrenic type 

(B)34 (B)32 ae $1.2......+ 17.6....schizophrenia, simple type 

(A)42 (C)34 Cet ...... 31.0......— 7.0....schizophrenia, hebephrenic type with mental deficiency 


(C)38 (A)42 


a + 16.8....schizophrenia, hebephrenic type 


TABLe $ 


Independent quantitative listings of 12 patients as to presumed degrees of disturbance compared with their mean DC voltages 


and official diagnosis, February 1951. 
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creased discrepancies between absolute 
monthly means and the concomitant alge- 
braic means (Table 2) denote increased ad- 
mixtures of positive and negative readings 
for that month. For example, during February, 
(A)35 had an arithmetic mean of 72.0 and an 
algebraic mean approximating it: +-68.2 mil- 
livolts. By the end of May, his absolute mean 
had fallen to 22.4 millivolts; the algebraic 
mean, however, was only +-11.6 indicating 
considerably increased negative potentials de- 
spite the fact that his 5-day running average 
still appears positive when plotted (Fig. 3). 
However, in general, it seems as though the 
most disturbed individuals tend to maintain 
high potentials which are consistently pos- 
itive or negative. Comparable results were 
obtained by carefully trained technicians 
who measured the same group of patients. 


DISCUSSION 


It is evident that rhythmic variations are 
present in man, whether normal, neurotic, or 
psychotic. From data gathered at Duke and at 
the Roanoke Veterans Administration Hos- 
pital, acutely disturbed schizophrenics have 
much higher means than simple and hebe- 
phrenic schizophrenics, manics, depressives, 
neurotics, and individuals without any par- 
ticular conflicts. However, highly unstable in- 
dividuals having severe situational conflicts, 
for example, 443 (Fig. 3), may show DC read- 
ings which transcend considerably the normal 
range of —7 to +18 millivolts. Age undoubt- 
edly is another factor, the older age groups 
tending to have lower potential differences. 
Thus one cannot diagnose psychosis on DC 
readings alone, but only the degree of in- 
trinsic disturbance to the personality at the 
time. This evidence suggests that there are 
different thresholds to intrinsic disturbance. 
One individual can be disturbed, show high 
readings, and yet not evidence any psy- 
chotic behavior; another may be less elec- 
trically disturbed, and psychotic. No actively 
disturbed psychotic, however, has been found 
to exhibit readings within the normal range. 
It must be remembered that these potentials 
reflect a continuously changing picture; iso- 
lated spot determinations, therefore, are rela- 
tively meaningless without plotting the indi- 
vidual’s cycle over at least one month’s period. 
Also human subjects as well as other forms 
of life tend to show much higher readings the 
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first day or so until they feel more at ease 
with the new procedure. These DC spot 
determinations usually take no longer than 
2 minutes to record. 


Longer term fluctuations must also be con- 
sidered. It is entirely possible that so-called 
“spontaneous remissions” may reflect nothing 
more than a seasonal shift in potential differ- 
ence, as all DC readings tend to increase in 
positivity during autumn and early winter 
and decrease in late winter and early spring 
until they reach a low point from March to 
June, in some, reversing polarity and becom- 
ing increasingly negative at this time. Such 
observations raise many fundamenta) ques- 
tions regarding therapy. For example, might 
a neurotic or an acutely disturbed psychotic 
with consistently positive potentials improve 
without any specific treatment during a per- 
iod in which there is a trend to decreased 
positivity (negativity) and be prone to an ex- 
acerbation when the potentials begin to in- 
crease in positivity again? There is insuffi- 
cient evidence to answer this unequivocally; 
yet (A)31 gained 44 pounds and improved 
sufficiently to warrant ground privileges in 
April without any specific treatment; his 
positive potentials dropped from an average 
of 98.4 millivolts in February to 41.4 milli- 
volts in May (Table 2 and Fig. 2). (A}#5 im- 
proved following electroshock treatment; 
during the same period his mean potentials 
dropped from 65.4 to 30.6 millivolts. Begin- 
ning in October 1951, (A)45, (A)31, and (B)32 
became increasingly tense, hostile, and un- 
manageable. This started to occur concomit- 
antly with the general trend toward increased 
positivity, and was predicted 4 months in ad- 
vance. Those with consistently negative po- 
tentials seem to behave in the opposite fash- 
ion. For example, (A)39 became sufficiently 
disturbed in March to warrant electroshock 
therapy during the trend toward increased 
negativity (Table 2 and Fig. 3). The general 
consistency of polarity in all subjects suggests 
that this may be a genetically determined 
property, modified to varying degrees by sea- 
sonal potential shifts. 

The work of Grenell et al. on psychotics 
and normal controls, which was done in 1946- 
1947, proposed that the type of psychosis 
might be determined by the magnitude of po- 
tential difference. However for the most part 
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only single determinations were made which 
did not take into account polarity or the con- 
stantly changing cyclic pattern. Their upper 
limits of normal were 10 millivolts;!® in the 
subjects studied with a modified technic sum- 
mating only 4 of the 8 readings taken by 
them, the upper limits were almost twice as 
high (18 millivolts). Although nothing can 
be proved by two isolated studies on differ- 
ent subjects, this suggests that human poten- 
tial magnitude may be higher during some 
years than in others, especially since tree po- 
tentials, while showing similar lunar and 
seasonal variations, have steadily increased 
from 1944, an approximate low in sunspot 
activity, to a peak in 1948-1949, a time of 
sunspot maxima. Since the summer of 1949, 
the trend has started downward, as have also 
the sunspots. This may portend a few years otf 
relative quiescence, to be followed by another 
period of considerable biological disturbance. 
In any event, potential differences must be 
considered relative to whatever cyclic changes 
are progressing at the time and cannot be 
thought of in a static frame of reference. 


Other Cyclic Phenomena and _ Stetson’s 
Electronic Theory.—History and folklore in 
every culture abound with theories and su- 
perstitions about cosmic effects on organic 
life and supposed evidence which proves the 
repetitive occurrence of important events. 
There is abundant literature authenticating 
the fact that numerous species are influenced 
in many of their activities by changing lunar 
phases with exaggeration of response at the 
dark or full of the moon.® Dr. Eleanor Beam- 
er-Maxwell of Eastern State Hospital and 
Mrs. Hannah F. M. Hendrick, retired mathe- 
matical astronomer of the U. S. Naval Ob- 
servatory, reported statistical studies over a 
10-year period to the Virginia Medical So- 
ciety in 1951, showing that the largest num- 
ber of female patients entered the hospital at 
about the time of full moon, whereas the lar- 
gest number of male patients were admitted 
the second day following new moon.? Peter- 
sen'? has reviewed most of the literature deal- 
ing with statistical studies of biological events 
and supplemented this with his own observa- 
tions which strongly suggest a correlation 
with lunar phases and other cosmic phenom- 
ena. Stetson*> has postulated that vertical and 
horizontal displacements of the earth’s crust 
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are correlated with lunar phases.* In addi- 
tion, he demonstrated correlations of radio 
field strength with lunar phases and solar 
disturbances. Graphs of radio field strength 
in microvolts approximate the 5-day running 
averages of human potentials plotted in milli- 
volts.*6 27 Tonospheric data reveal an ioniza- 
tion maximum from E-layer reflections cor- 
responding to the moon’s age of 14.2 days or 
slightly more than 2 days past full moon. 
This is followed by a drop due to an attenua- 
tion caused by over-ionization. As the inten- 
sity of full moonlight is at best about 1/300,- 
000 of sunlight, this could have no appreci- 
able ionizing effect and would not account 
for increases during new moon or when the 
full moon is obscured or below the horizon. 
The effect is also too great to be accounted 
for by primary radioactive emanations from 
the moon or solely on a tidal hypothesis. Al- 
so, any satisfactory explanation must consider 
that the amplitude of observed field strength 
variations, like tree potentials, was found to 
be greater during years of sunspot maxima 
than at years of sunspot minima. Stetson’s 
electronic theory of how this comes about is 
essentially as follows: 

The sun emits charged particles (electrons) and 
short wave radiation, which directly strike the naked 
surface of the moon. These, in addition to secondary 
radiation from the moon activated by intense solar 
bombardment, are reflected onto the earth’s upper 
atmosphere and cause periodic increases in its ioniza- 
tion, especially after full moon.27 Furthermore, when 
sun, moon, and earth are in line at new moon, these 
three elements may perform like elements in a radio 
tube, the sun being the filament, the moon the grid, 
and the earth in the position of the plate. Effect of 
radiation from the sun on the earth may therefore be 
amplified by the charge on the moon acting as a grid. 
Near full moon, the earth, in turn, would act as a 
grid to the moon representing a plate and could re- 
tard or accelerate particles reaching the lunar sur- 
face depending upon the sign of the earth’s charge 
with fespect to the moon. Thus radiation from a sun- 
spot on the earth might be intensified at new or full 
moon. Fifteen-month variations in radio reception 
corresponding very closely to the synodic period of 
Venus with respect to Mercury suggest that these 
planets might act similarly.28 Such effects would be 


*In line with the evidence showing that if deep focus earth- 
quakes are about to occur through accumulated stresses, there 
is a better chance of their occurrence at certain lunar phases, it 
is of considerable interest to review California’s Arvin-Teha- 
chapi earthquake, the strongest experienced in that state since 
the San Francisco earthquake of 1906. The two most violent 
shocks occurred an July 21 and August 22, 1952, the former 
date coinciding with new moon, and the latter two days after 
new moon. A much smaller shock occurred on July 29, at 
first quarter moon. Another strong earthquake originated off 
the southwestern Oregon coast on August 20 (new moon). 
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greater at sunspot maxima than at sunspot minima, 
since from ionospheric observations, Appleton has 
shown that ultraviolet radiation from the sun in- 
creases from 120-150 per cent between sunspot-minima 
and sunspot-maxima.1 

In addition, it has been repeatedly sug- 
gested through the years that sunspot activity 
is governed by planetary configuration. For 
a 5-year period, J. H. Nelson of RCA‘ has 
demonstrated that shortwave radio propaga- 
tion correlates with planetary relationships 
through their influence upon the sun. So far 
as man is concerned, this makes an exceeding- 
ly complicated picture to trace down statisti- 
cally, involving planetary positions, sunspots, 
fields or unknown origin, orbits of motions, 
and the rotation of the earth. 

Significance of DC Determinations.—It be- 
comes at once evident that we are dealing 
with a difficult problem which is rendered 
even more complex since the precise posi- 
tions of the charges within an organism are 
unknown. It is known, however, that mem- 
brane potentials across cell walls range from 
50-150 millivolts. As cell membranes are 50- 
100 Angstr6m units thick, the equivalent 
voltage amounts to 100,000-200,000 v./cm. 
Such voltages must be important factors in 
living systems. Although the importance of 
cell chemistry cannot be denied, attempts to 
explain DC voltages on the basis of known 
differences in electrolyte concentration and 
by ionic motility across phase boundaries have 
been unsatisfactory. 

Potential differences are measured between 
a large cluster of cells at one point related to 
another collection somewhere else in the 
same system by electrodes of relatively giant 
size compared to the cells with which they 
are in closest contact. Thus, any given read- 
ing represents an average activity of hundreds 
of cells, undoubtedly including many whose 
potentials are at variance with those of their 
neighbors. Considerable morphological cellu- 
lar differences exist within a single species. 
Therefore rhythmic variations in biological 
systems ranging from marine creatures 
through trees to mice and men cannot be un- 
important vagaries. The fact that they tran- 
scend local environments and approximate 
thythmic variations in the inorganic universe 
Suggests that these may be related. One might 
theoretically consider the universal field as 
Imposing its rhythmic pattern on protoplas- 
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mic systems which, in turn, determine the 
exact individual configuration of the pattern. 
The fields of disturbed schizophrenics and nor- 
mal human subjects have similar cyclic vari- 
ations; however, the emotional disturbances 
within certain individuals modify the field in 
magnitude. Thus, the field is in part deter- 
mined by the particulate state of an organism, 
but the particle (individual) retains properties 
of its own which may not be derived from the 
field. In assessing the reasonableness of these 
observed fields which, because they change 
slowly with time, have been designated as 
quasi-electrostatic,® it must be said that they 
are entirely compatible with the laws of mod- 
ern physics.'* 

The proposals under discussion may be sub- 
jected to criticism of the following sort: three- 
dimensional structures appear to be mapped 
on two-dimensional surfaces. For example, 
the quasi-electrostatic field surrounding any 
closed surface such as a salamander egg 
is determined by the quasi-electrostatic po- 
tential values at all points on the surface. 
Although startling, this appears to be valid. 
It might also be argued that the precise char- 
acter and minute variations of the quasi- 
electrostatic field within the organism should 
be of prime consideration, as external fields 
are the asymptotic portion, or tail end, of the 
more significant fields within. This might 
legitimately raise some doubt as to the validity 
of secondary surface potentials until one con- 
siders that a very similar situation exists in 
atomic physics. For example, in particle 
scattering by atomic fields, it is the asymptotic 
portion of the wave function which determines 
the results.14 


SUMMARY 


The theoretical considerations and objec- 
tive findings of the electrodynamic field the- 
ory provide a working hypothesis for direct 
attack upon many of the problems confront- 
ing psychiatry today, and open up a virgin 
field of study based upon electrometric meth- 
odology. This might eventually provide clues 
to fundamental questions concerning predic- 
tion and intelligent provision for various bi- 
ological disturbances and the impact of an al- 
tered field on mental aberrations. It follows 
that psychiatry, at least as an investigative 
science, must supplement its present emphasis 
on psycho- and chemical analyses by electro- 
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metric determination of potential distribu- 
tion, field forces, structure, and organization 
in itself. If psychiatric implications of the re- 
ciprocal relationship between field and par- 
ticle go contrary to one’s ingrained sense of 
the dignity of man who might thereby be 


viewed as a mere microcosmic puppet, it is 


necessary only to review physical theory 
which also states that the particle possesses 
independent characteristics which cannot be 
derived from the field, One must never neg- 
lect the significance of individuality. Yet be- 
havior and human feeling may be conditioned 
by external forces to a degree hitherto un- 
suspected. Should the field theory be estab- 
lished, it would bridge the gap between phy- 


sics and psychiatry, and make possible the ap- 


wild 


plication of mathematical analysis to psychi- 
atric material, thereby placing the study of 
behavioristic sciences on a mathematical as 
well as an experimental basis. 
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CARCINOMA OF THE PANCREAS* 


THE COMPARISON OF CLINICAL AND LABORATORY 
FINDINGS OF CARCINOMA OF THE PANCREAS 
AND CHRONIC PANCREATITIS 


By A. KnicuT, Jr., M.D. 
and 
R. O. Muetuer, M.D. 
St. Louis, Missouri 


The differential diagnosis of carcinoma of 
the pancreas and chronic pancreatitis is dif- 
ficult. This has been emphasized in a num- 
ber of recent articles. Alvarez, in an edi- 
torial in the journal Gastroenterology, pointed 
out that in spite of the increased incidence of 
carcinoma of the pancreas, it is often not 
diagnosed until far advanced.® Careful study 
of the histories and laboratory findings is 
necessary for a clear differentiation of this 
difficult problem. When presented with the 
problem of differentiating between these two 
lesions, one is impressed by the similarity of 
the clinical findings. If an early diagnosis of 
carcinoma of the pancreas is to be made some 
unique clinical or laboratory feature is nec- 
essary to differentiate carcinoma of the pan- 
creas from other conditions of the upper abdo- 
men, particularly chronic pancreatitis. This 
study is an attempt to find such a feature or 
a method of differentiating between these two 
lesions. 


A comparison of the clinical and laboratory 
findings was made in 88 cases of carcinoma of 
the pancreas, and 58 cases of chronic pan- 
creatitis, seen between the years 1944 and 
1952 at the Saint Louis University Hospitals. 
The diagnosis of carcinoma was confirmed by 
biopsy or autopsy, and the diagnosis of pan- 


*Read in Section on Gastroenterology, Southern Medical 
Association, Forty-Sixth Annual Meeting, Miami, Florida, No- 
vember 10-13, 1952. 

*From the Department of Internal Medicine, St. Louis Uni- 
versity School of Medicine, St. Louis, Missouri. 
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creatitis by a compatible history associated 
with elevated serum diastase levels. 

The anatomical site of involvement by car- 
cinoma is presented in Table 1. In 56.4 per 
cent of the cases the head of the gland was 
the primary site of involvement. In 17.8 per 
cent the body alone was involved, and in 9.1 
per cent the tail was involved, while both the 
body and tail were involved in 6.8 per cent. 
In 9.9 per cent of the cases the involvement 
was so diffuse that anatomical classification of 
the site was impossible. No attempt was made 
to correlate the clinical findings with the 
anatomical site, since the clinical picture is 
very similar with the exception that carcinoma 
involving the head of the pancreas may pro- 
duce obstruction of the common bile duct and 
jaundice. Smith and Albright, in their series 
of carcinoma of the body and tail, had a high 
incidence of venous thrombosis.5 This find- 
ing was not true in our series of cases since 


in no instance was there evidence of venous 
thrombosis. 


Table 2 shows a comparison of the age and 
sex incidence. Chronic pancreatitis affects 
males and females equally, while in carcinoma 
of the pancreas, males were involved three 
times as often as females. This finding cer- 
tainly suggests that chronic pancreatitis does 
not predispose to carcinoma of the pancreas. 


ANATOMICAL DISTRIBUTION 
CARCINOMA OF PANCREAS 


88 Cases 1944-1952 


Per Cent 
Head 56.4 
Body 17.8 
Tail 9.1 
Body and tail 6.8 
Unclassified 9.9 


TABLE 1 
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Chronic pancreatitis is more frequent in 
the younger age groups than is carcinoma of 
the pancreas. This is particularly true in 
women. The incidence of carcinoma of the 
pancreas increases steadily with age, while 
chronic pancreatitis reaches a peak in the 
sixth decade and then gradually declines. 

It is generally agreed that carcinoma of the 
pancreas is a disease of relatively short dura- 
tion. In Table 3 we show the duration of the 
illness in our series. The maximum duration 
of any case from onset to hospitalization was 
thirty months. The minimum time was ap- 
proximately two weeks and the average 
elapsed time from the onset of symptoms to 
the time of hospitalization was 2.95 months. 
This would certainly indicate that in the ma- 
jority of cases the patients are ill only a very 
short period of time before they seek medical 
advice. The total duration of the illness 
ranges from 0.5 of a month to thirty-two 
months. The average duration of the illness 
in all cases was 7.5 months. Thus we see that 
cancer of the pancreas progresses very rapidly 
and is of relatively short duration. This find- 
ing is in marked contrast to the duration of 
chronic pancreatitis which invariably extends 
over many years. 


In carcinoma of the pancreas the most 
common presenting symptom was pain fol- 
lowed by weakness, jaundice and anorexia 
(Table 4). This is in contrast to chronic pan- 
creatitis in which the most common present- 


DURATION OF SYMPTOMS 
CARCINOMA OF PANCREAS 
Prior to Hospitalization Total 
Maximum Minimum Average Maximum Minimum Average 


30 months 0.5 mo. 2.95 mo. $82 months 0.5 mo. 7.5 mo. 


TaBLe 3 


_ AGE AND SEX INCIDENCE 
CHRONIC PANCREATITIS VERSUS CARCINOMA 


Male Female 
Age (years) Chr. Pan. Carcinoma Chr. Pan. Carcinoma 


20-29 


4 

30-39 5 2 6 + 
40-49 5 4 6 1 
50-59 10 16 3 3 
60-69 6 16 9 10 
70 Plus 2 26 2 10 
Total 28 64 30 24 
Per cent 48.2 72.7 51.8 27.3 


CHIEF COMPLAINT 
CARCINOMA OF PANCREAS 


88 Cases 1944-1952 


Symptoms Per Cent 
Pain 62 
Weakness 10 
Jaundice 6 
Diarrhea 4 
Weight loss 6 
Constipation /diarrhea 2 
Anorexia 6 
Constipation 2 
Unknown 2 


TABLE 2 
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SYMPTOMS 


CANCER OF PANCREAS 
88 CASES 


July 1953 


RECURRENT PANCREATITIS 
58 CASES 


72.2 % WEIGHT 


MALAISE 
VOMITING 


29.5% 
43.1 % 
40.9% 
20.4% 
47.7% 
37.5% 
57.9% 
5.5% 
59.1% 
14.7% 
2.2% 
90% 
37.5% 
13.6% 
15.9% 
5.5% 
11.3% 
260% 


ANOREXIA 


WEAKNESS 

FEVER 

JAUNDICE 

DIARRHEA 
8 CHILLS 


2 PIGASTRIC 
}BACK 


L.u.Q. 
NO PAIN 


CONSTIPATION 


HEMORRHAGE 


LOWER ABDOMEN 


TABLE 5 


ing symptoms were pain, weight loss, malaise, 
and many gastro-intestinal symptoms. 

Table 5 is a comparison of the symptoms of 
the two conditions. One is impressed by the 
marked similarity. If these symptoms are 
critically reviewed you will note that there 
is no single symptom, or combination of symp- 
toms, which is unique in either condition. 
While it is true that there are some differences 
in the incidence of the symptoms, weight loss, 
for example, being a constant finding in 
chronic pancreatitis, the same symptoms occur 
with sufficient frequency in carcinoma of .the 
pancreas to make it, as well as all other symp- 
toms, useless for differential diagnosis. It is 
of interest that 26 per cent of the patients 
with carcinoma of the pancreas did not have 
pain. All patients with chronic pancreatitis, 
however, had pain at some time during the 
course of their disease and this was usually 
the symptom which caused them to seek med- 
ical attention. 

The physical findings in chronic pancrea- 
titis are certainly indefinite and uncertain 
(Table 6). Occasionally there may be upper 
abdominal tenderness, rigidity, or masses. 
These findings are usually seen during an 
exacerbation of the disease and rapidly sub- 
side. The physical findings which are out- 
standing in carcinoma of the pancreas, and 


seldom found in chronic pancreatitis, are 
ascites, a palpable gallbladder, or a palpable 
mass. Jaundice may occur in both conditions 
but in chronic pancreatitis this is temporary, 
transient and usually due to edema of the 
head of the gland, producing temporary ob- 
struction of the common bile duct. A palpable 
liver may occur in both diseases and is of no 
differential diagnostic significance. 

Despite the fact that we often associate 
weight loss and emaciation with cancer, 38.8 
per cent of patients with carcinoma of the 
pancreas were either obese or of normal body 
weight. This may be due at least in part to 
the rapidity with which the patient succumbs 
to the disease. 

It is generally stated that laboratory tests 


PHYSICAL FINDINGS 
CARCINOMA OF PANCREAS 


88 Cases 1944-1952 
Per Cent 
10.4 
28.4 
43.2 
18.0 
23.8 
51.1 
67.7 
14.7 
18.1 


Appearance 
Obesé 
Normal 
Emaciated 
Underweight 
Ascites 
Jaundice 
Palpable liver 
Palpable gallbladder 
Palpable mass 
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| 
85% 
| 85% 
82% 
80% 
76% 
72% 
50% 
39% 
35% 
35% 
23% 
81% 
14% 
58% 
| 
0% 
| 
| 
| 
| 
| 
| TABLE 6 
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are unsatisfactory in the differential diagnosis 
of pancreatic lesions and in the differential 
diagnosis of pancreatic diseases from other 
diseases of the abdomen. The pancreas, like 
the liver, is a gland of many functions and in 
all probability a series of tests or multiple 
tests will be necessary for screening and diag- 
nostic purposes. At the present time we cer- 
tainly have not this single test or battery of 
tests. 

One of the most important available lab- 
oratory studies is the fasting and random 
serum diastase determination (Table 7). A 
single determination is of very little value 
either in chronic pancreatitis or in carcinoma 
of the pancreas. A review of the literature 
will show that random or repeated diastase 
determinations are seldom done in patients 
suspected of, or having, carcinoma of the 
pancreas. In this series, 57 cases had serum 
diastase determinations. In 51 per cent of 


RANDOM SERUM DIASTASE (Somogyi Units) 
CARCINOMA OF PANCREAS 


Results Case Results 


46 $2 238 


250 250 


57 40 


267 88 57 29 47 

188 

27 34 

834 100115 63 60 Op. 5000 65 


Initial diastase determination=51% abnormal 
If repeated=65% abnormal 


these cases the initial diastase determination 
was abnormal. If this test was repeated 65 
per cent were abnormal. In early carcinoma 
the values tend to be elevated, but as the 
disease progresses the diastase values steadily 
fall due to atrophy or destruction of the gland. 
Eventually the diastase values reach a minimal 
level and remain constant. This finding is 
in sharp contrast to chronic pancreatitis. 

The initial diastase determination in chron- 
ic pancreatitis is usually elevated (Table 8). 
Repeated determinations show considerable 
fluctuation and very seldom, but occasionally, 
show the progressive decrease to subnormal 
levels consistent with atrophy or destruction. 
We believe that if the serum diastase test 
were used more frequently and properly in- 
terpreted, it would contribute to the differen- 
tial diagnosis of these two conditions. 

The serial serum diastase values following 
stimulation of the gland with secretin, prostig- 
mine and other drugs, have been used as a 
test of pancreatic function.78 The results 
following stimulation with prostigmine have 
been reported in a previous communication.* 


RANDOM SERUM DIASTASE (Somogyi Units) 
CHRONIC PANCREATITIS 


Values 


317 475 4750 238 


274 300 


TABLE 7 


TABLE 8 


= 
0% 
10% 
5% 
5% 
2% 
0% 
6% 
2% 
0% 
9% 
5% 
5% 
3% 
1% 
4% 
8% 
ble 
ons Case 
Ary, 34 292 
ob- 4 118 37. 
ble 5 $4 25 38 82 Case “ 
6 39-5447 
no 7 1190 559 3640 40 950 46 1 4750 1050 «1900 380 
8 23 35 41-2 2 348 381 533 444 
9 42 42 47 3 800 133 123 88 ; 
ate 10 317 224 43114 4 1060 228 
8.8 ll 83 44 300 5 133 1230 182 185 133 
the 2 «65 45 «58 6 1600 1600 900 228 177 228 188 177 ie: 
13 317-190 46 42 7 471 800 1060 607 
to 1b 4844 48 105 9 320 320 229 178 
nbs 16 68 49 214 188 10 $20 320 123 267 320 
17 44 50 48 40 33 ll 317 316 317 : aa 
18 272 211 51 «100 12 206 168 138 
19 186 37 52 64 13 950 211 160 
. 20 65 53 139 14 350 160 
21 49 54 «217 15 330 421 500 
2 317 190 55421 16 380 500 253 456 324 380 
3 56 630 17 329 180 287 
24 70 57 173 18 131 503 471 200 vs ‘ 
2 5218 485 19 1340 178 515 
(156 20 950 200 266 
«62 21 94 533 330 410 
32 22 188 246 219 
2 «84 23 160 206 457 242 246 
30 572 24 680 380 
31214 25 200 267 
54 26 230 
33 1668 27 266 
28 81 68 950 
30 250 290 MM 320 400 320 450 _ 
= 
= P 
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There may be abnormal curves in patients 
with pancreatitis and in the glands with ductal 
obstruction, stimulation may lead to elevation 
of the diastase values. This same phenomenon 
may occur in carcinoma of the gland, particu- 
larly if the lesion is early and located in the 
head of the gland. However, many patients 
with carcinoma, when first seen, have abnor- 
mally low diastase values, and following stim- 
ulation with parasympathomimetic drugs, the 
serial serum diastase values remain low and 
unchanged. This suggests either a severe fi- 
brosis or a destruction of the gland. 

The glucose tolerance test is being utilized 
more frequently when carcinoma of the pan- 
creas is suspected (Table 9). You will note the 
higher percentage of abnormal glucose tol- 
erance tests in carcinoma of the pancreas as 


‘ contrasted with those of chronic pancreatitis. 


It is our impression that if the glucose tol- 
erance test is abnormal it probably indicates 
rather extensive destruction of the gland, par- 
ticularly of the body and tail. Unfortunately, 
glucose tolerance tests were not done in many 


GLUCOSE TOLERANCE TEST 
CHRONIC PANCREATITIS* 


of the cases in ours, or other series, so that 
one cannot come to any far reaching conclu- 
sions. 

The alkaline phosphatase values tended to 
be higher in patients with carcinoma of the 
pancreas than in chronic pancreatitis (Table 
10). There was very little correlation between 
the alkaline phosphatase values, the degree of 
bilirubin retention, the site of involvement, 
or the presence of metastatic lesions. It is 
questionable whether any definite interpreta- 
tion or conclusions may be drawn from the 
elevated alkaline phosphatase values usually 
seen in carcinoma of the pancreas. However, 
in a patient suspected of having pancreatic 
disease, not jaundiced, with elevated or ab- 
normal serum diastase levels and who has a 
high alkaline phosphastase, the lesion is most 
probably carcinoma. 

Total serum cholesterol was determined in 
33 cases of carcinoma of the pancreas and in 
24 cases of chronic pancreatitis (Table 11). 
There was no relationship between the serum 
cholesterol values and the level of serum bili- 
rubin. There was a tendency for lower levels 
of serum cholesterol in carcinoma of the pan- 
creas as evidenced by the fact that only 42.4 


1 2 
Case Fasting Hour Hour Hours Hours Interpretation = 
1 116 $82 390 310 285 Ab ALKALINE PHOSPHATASE (B.U.) 
2 91 167 154 125 70 N CARCINOMA OF PANCREAS 
3 129 238 2917 Ab Head Body Body and Tail Tail 
5 75 165 168 107 53 N 5 38.7 4 43 
6 76 172 200 184 115 N 29 0.6 26 
7 92 148 118 107 69 N 47 32.5 ll 
8 69 129 103+ N 10 20 18 
9 90 129 156T N 27 4.3 18 
10 78 127 156 91 86 N 28 
ll 94 116 1187 N 2 
12 103 165 151 N 28 
*During remissions 56 
tExton Rose two dose glucose tolerance test 29 
15 
21 
CARCINOMA OF PANCREAS 13 
1 1% 2 17 
Case Fasting Hour Hour Hours Hours Interpretation 27.7 
1 101 145 128 N 35.5 
2 265 234 Ab 11.9 
3 116 125 143 N 21.6 
4 107 160 216 Ab 13.0 
5 178 269 234 229 Ab 8.3 
6 71 190 305 219 159 Ab 11.7 
7 157 236 260 386 Ab 15.9 
8 90 90 107 N 20 
9 182 225 330 Ab 23.6 
10 116 143 160 N 41.8 
11 84 127 166 195 Ab 18.0 
TasLe 9 TABLE 10 
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hat per cent were above normal values, whereas is impossible to interpret these findings ac ‘ 

clu. in chronic pancreatitis there were 78.8 per  curately, but they may suggest the possibility, 
cent who had values greater than normal. It which has been pointed out before, that pan- 

creatitis may be associated with derangement 


‘ 
“A : in liver function or lipid metabolism, a con- 
the TOTAL SERUM CHOLESTEROL ; 
bl e dition not likely to occur in carcinoma and 
Chronic Pancreatitis* Carcinoma ancreas ge 
es Cae Value Cae SC which may be related only to the rapidity of 
. 1 250 1 154 the disease. We believe the serum cholesterol 
4 . 
- : oe : os to be of very little value in the differential 
243 220 diagnosis. 
ota The serum albumin and globulin values 
the - 160 - 157 were determined and in the majority of in- 
ally 8 278 8 170 stances were within the limits of normal. 
ver There was an occasional decrease in a serum 
ole 1 197 ll 490 albumin with an infrequent reversal of the 
ab. 12 333 12 185 albumin-globulin ratio. 
13 160 13 255 , 
5a 4 295 14 999 Anemia at the time of the initial study is 
ost 15 235 15 119 certainly not a feature of this disease (Table 
0 per an 12). Very few patients had an anemia of such 
in 18 345 18 198 severity as to be symptomatic or to necessitate 
in 19 228 19 245 treatment. In both carcinoma of the pan- 
20 320 20 526 
1) 21 240 21 a creas and in chronic pancreatitis the leukocyte 
22 170 22 14 count varies widely and is not helpful in the 
um 
228 23 207 differential diagnosis. 
24 200 24 220 
‘els 95 297 Sixty-three cases of carcinoma of the pan- a 
an- 26 280 creas were studied by gastro-intestinal x-ray ; 
27 207 . 
9.4 pid ia series (Table 13). Sixty-nine per cent were ab- 
29 190 normal. However, in the majority of patients 
as 30 313 the abnormality was not diagnostic but would . 
31 155 x 
certainly suggest further careful study. Fif- 
33 243 teen cases were examined by oral cholecysto- 


Per cent above normal 78.8 Per cent above normal 42.4 grams. Seventy-five per cent of these patients 
*Duri 

niceliigntea had a non-visualizing gallbladder. In twenty- 
five per cent the gallbladder visualized and 


Taste Il 
emptied normally. 
a 
SUMMARY 
-HEMOGRAM 
In summary, this presentation has been 
4.0 3M M 30M concerned with the differential diagnosis of 
Hb. Gms. 13.0 plus ‘10.010 13.0 10.0minus of the pancreas and chronic pan- 
No. of cases 39 16 i creatitis as a means of arriving at an early 
WBC Ranged from 4,200 to 48,900 diagnosis of carcinoma of this organ. It is 
essential to become very familiar with the es 
TaBe 12 early clinical manifestations of carcinoma of " 
the pancreas. We must take advantage of all —_— 
| ROENTGENOLOGIC_ FINDINGS laboratory procedures currently available; par- 
CARCINOMA OF PANCREAS ticularly repeated serum diastase determina- 
Per Cent Per Cent ‘tions, glucose tolerance studies and serum al- 
Normal Abnormal kali | d 
pe aline phosphatase determinations. 3 
63 cases examined The value of roentgenologic examination _ 
Cholecystogram 25 75 be 4 
must be appreciated. However, it remains for 
= the future to develop more specific and se- &§ 
lective tests of pancreatic function. 
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DISCUSSION (Abstract) 


Dr. Donald F. Marion, Miami, Fla—Patients who 
are referred to us because they have persistent upper 
abdominal pain, after a very complete diagnostic sur- 
vey may reveal no abnormality of any sort, yet the 
pain persists. Often we seek a clue in the region of 
the psychic background without success. The family 
doctor frequently has good reason to know, through 
years of acquaintance, that the patient is not a chronic 
complainer and that his threshold for pain is not un- 
usually low. 


Under these circumstances, carcinoma of the pan- 
creas should be considered early but too often the 
thought does not occur to us. Occasionally, with re- 
ferral of pain to the back, suspicion is directed earlier 
in this direction. Cases of this sort deserve surgical 
exploration as soon as the conviction that organic 
disease is present becomes a virtual certainty. 


I think we can all profit tremendously from Dr. 
Knight's useful description of some differential points 
as far as the laboratory is concerned. Most of us are 
a little discouraged by the equivocal nature of our 
laboratory results in half the cases, and in a large 
group, I regret to say, the laboratory has failed me 
completely. It has not offered the slightest help. One 
needs an extremely high degree of suspicion and a 
thorough knowledge of the patient’s background. 


Dr. Donovan C. Browne, New Orleans, La—Our 
present difficulty in diagnosis of diseases of the pan- 
creas certainly should stimulate us to a more detailed 
and careful evaluation of large groups of proven dis- 
orders of this gland. New facts might be elicited and 
greater caution exercised. 


During the past year there have been reports on 
antithrombin determinations which are provocative. 
The relationship of antithrombin titer to acute pan- 
creatitis seems fairly well established, although I am,» 
sure much work is yet to be done before this procedure 
can be accepted or applied clinically. The technic, 
although simple, has been far from consistent or 
practical in our studies and does not yet compare 
favorably with amylase and lipase determinations. It 
has been repeatedly observed that thrombosis occurs 
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in a great number of patients with carcinoma of the 
body and tail of the pancreas, certainly greater than 
can be accounted for as coincidental. It is possible 
that antithrombin studies for carcinoma of pancreas 
cases might throw some light on this phenomenon and 
establish a relationship significant from the diagnostic 
viewpoint. 


Dr. Henry L. Bockus, Philadelphia, Pa.—Carcinoma 
of the pancreas is an abdominal lesion in which occa- 
sionally an exploratory laparotomy is indicated in 
spite of negative objective findings. On our service at 
Graduate Hospital perhaps three times each year, car- 
cinoma of the pancreas is found by exploratory 
laparotomy in patients referred to surgery in spite of 
the absence of definitive diagnostic signs. The decision 
to explore has been based upon a Clinical impression 
to account for pain, weight loss, anorexia, and so on. 
This, to me, constitutes one of the most important 
reasons for abdominal exploration. 


I have had two rather recent experiences with pa- 
tients who have been operated upon previously for 
chronic pancreatitis. One of these patients described 
an initial attack closely simulating that of acute pan- 
creatitis. Upon arrival on our service, at exploration 
we found a small primary carcinoma of the pancreas, 
associated with widespread chronic pancreatitis. 


I am convinced that carcinoma of the pancreas may 
occasionally have as its initial manifestation an attack 
of acute pancreatitis, leaving in its wake chronic pan- 
creatitis. I wonder whether the essayist has had 
similar experiences. 


I should also like to stress the value of the glucose 
tolerance test in arousing a suspicion of pancreatic 
carcinoma. Two months ago, two patients arrived at 
the hospital at approximately the same time. Carci- 
noma of the pancreas was proved by subsequent ex- 
ploration in both of them. The only positive test 
pointing toward the pancreas as the site of a lesion 
in both instances was a diabetic type of glucose toler- 
ance curve. Recently our experience has suggested 
that the glucose tolerance curve has greater value in 
the appraisal of findings pointing toward a diagnosis 
of carcinoma of the pancreas than has the elevation in 
the serum amylase or lipase. 


One of these patients presented in the usual way 
for carcinoma of the head of the pancreas with pain- 
less jaundice of about three or four weeks’ duration. 
The only positive finding, other than the laboratory 
tests pointing toward an obstructive type of jaundice, 
was the diabetic type of glucose tolerance curve. 


The other patient was admitted with a diagnosis of 
neurosis. He had had pain in the upper abdomen 
for about three months and had been in the hands 
of a psychiatrist for about one month before he came 
into the hospital. His personality configuration was 
that of a depression or a psychoneurosis associated 
with depression. Yaskin has stressed the occurrence of 
this type of mental behavior in a number of patients 
with pancreatic carcinoma. In addition to severe pain, 
this patient had lost considerable weight and com- 
plained of anorexia. All laboratory and roentgen 
studies were negative except for the diabetic type of 
glucose tolerance curve and pathologic bromsulphalein 
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retention. At operation he had extensive carcinoma 
of the body and tail of the pancreas with metastasis 
to the liver. 


Dr. Knight (closing)—We have had an _ experi- 
ence similar to that of Dr. Bockus in that a patient 
was admitted to the hospital with symptoms and signs 
ut acute pancreatitis, but subsequent course and stud- 
ies revealed that he had a carcinoma of the pancreas. 
We have had several patients who presented the 
clinical picture of chronic pancreatitis, and multiple 
biopsies of the pancreas done during an exploratory 
laparotomy showed only pancreatic fibrosis. Two of 
these patients died later of carcinoma of the pancreas. 


We have recently had a patient admitted to psy- 
chiatry, with subsequent studies demonstrating a 
carcinoma of the pancreas. 

At least one patient has been admitted to the dia- 
betic clinic for treatment who subsequently was found 
to have carcinoma of the pancreas. 

Another case was admitted to the hospital because 
of acute abdominal pain, treated conservatively, un- 
diagnosed, discharged, and re-admitted within two 
weeks with a perforated duodenal ulcer. At the time 
of operation a mass was palpated in the region at 
the head of the pancreas. The abdomen was closed, 
to be reopened several weeks later with the finding of 
a carcinoma involving the head of the pancreas, not 
producing jaundice. 

I agree with Dr. Bockus that this disease can cer- 
tainly present itself with many varied clinical mani- 
festations. 


KNEE TRAUMA* 


By Evias Marco, M.D. 
Oklahoma City, Oklahoma 


This discourse upon knee injuries is de- 
signed, not to give specific discussions of any 
one kind or type of trauma, but rather to 
present a vast group as seen in industry, ve- 
hicle injuries and accidents from competitive 
sports. ‘his experience has been obtained in 
thirty years of practice and connection with 
the Bone and Joint Hospital and McBride 
Clinic of Oklahoma City. 


The following classification is given to 
simplify and eliminate detailed discussion. 


CLASSIFICATION 


(I) NON-OSSEOUS 
(A) Skin and Subcutaneous 
(1) Bruises or contusions 
(2) Abrasions, lacerations or puncture 
wounds 
(3) Burns 


*Read in Section on Industrial Medicine and Surgery, 
Southern Medical Association, Forty-Sixth Annual Meeting, 
Miami, Florida, November 10-13, 1952. 
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(B) Muscles 
(1) Contracture from trauma (myositis) 
(2) Rupture 
(3) Scar or fibrositis, post traumatic 
(C) Tendons 
(1) Tenosynovitis 
(2) Rupture 
(D) Ligaments 
(1) Tear 
(2) Rupture 
(3) Contracture 
(E) Bursa 
(1) Contusion 
(2) Hemorrhage 
(3) Laceration 
(F) Joint 
(1) Tear of capsule 
(2) Hemorrhage 
(3) Meniscus damage (?) 
(4) Dislocation 
(5) Cruciate tear or rupture 
(6) Instability 
(Il) OSSEOUS (Femur, Tibia, Patella and Fibula) 
Simple or Compound 
(A) Chip fracture 
(B) Incomplete 
(C) Comminuted 
(D) Impacted 
(E) Depressed of tibial plateau 
(F) Fracture dislocation 
(G) Delayed union 
(H) Non-union 
(I) Malunion 
(Ill) COMBINED 
(IV) PATHOLOGIC COMPLICATIONS 
(cysts, neoplasm, inflammation, etc.) 
(V) EVALUATION 


Injuries to the skin and subcutaneous tis- 
sues require the usual care and attention 
demanded in such cases. 


In the muscular group, surgical repair may 
be required in ruptures and in excision of 
scar tissue when indicated, as in cases of post- 
traumatic contractures. This group of cases 
usually requires physical therapy, whether 
operation is indicated or not. The modali- 
ties used may be whirlpool, heat, massage 
and exercises or a combination of any ot 
these. A delicate touch is something to be 
desired and not many physical therapists have 
that quality essential in massage. In these 
cases five or ten minutes of good massage fol- 
lowing the prescribed modality gives great 
relief, aid, and comfort to the injured. 

Tendon damage usually falls in one of 
two categories. In tenosynovitis, rest and 
heat suffices. In the very acute and painful 
cases, absolute rest by cast may be essential. 
Heat and slowly graduated activity should 
follow. If the tendon is ruptured, surgical 


3 
. 
e 
d 
ic 
it 
A 
of 
n a 
n 
1. 
it 
i- 
d 
1- 
n 4 ; 
s, 
id 
2 
ic 
at 
i 
X- " 
st 
d 
in 
is 
in 
ay 
n- 
n. 
ry 
e, 
of 
n 
ne 
as 
od j 
of ; ; 
ts 
en 
of 
= 


668 


repair is required and this should be followed 
by sufficient rest to aid in complete healing. 


As in the case of tendons, ligament damage 
requires similar care, except in the severe 
type. A discussion of this is given later in 
this paper. 

The most common bursa damage about the 
knee is the prepatellar. In simple contusions 
or lacerations, frequently no treatment is nec- 
essary. First aid repair or suture is done 
when indicated. If the trauma is severe 
enough to cause hemorrhage, bandage sup- 
port or strapping may suffice. The fluid in 
the sac may persist making it mandatory to 
aspirate. Heat may aid in its absorption, 
however, if it persistently recurs, resection of 
the sac or bursa may be necessary. 

Knee joint injuries may be very simple or 
severe enough to require a very careful study 
in arriving at a proper diagnosis. Many 
physicians have not a detailed anatomical 
knowledge of the intricate knee joint and do 
not take time for a complete history to un- 
derstand the mechanics of the injury. The 
essential non-osseous injuries of this joint 
are herein enumerated. 

(1) Tear of the capsule is very common. 
This usually results from simple blows or 
strain. Supportive measures such as binding 
and modified rest usually suffice. 

(2) Hemorrhage signifies a capsular tear, 
if not severe enough to affect other joint 
structures. For this, aspiration and bandage 
support with rest for a few days as a rule is 
sufficient. However, in heavy individuals, 
the period of rest may be prolonged. 

(3) Derangement in the internal knee due 
to injuries and variations of the menisci are 
common. Voshell' says: “Most menisci tears 
occur between the ages of 16 and 35; a torn 
meniscus under 12 and over 40 is exceedingly 
rare.” Usually only one meniscus is torn; 
occasionally both may be involved. If the case 
is seen early, it requires absolute rest, and 
aspiration if the effusion is severe. This is 
especially true if the individual is not too 
active. The majority of cases continue re- 
lapsing with pain, effusion, clicking, snap- 
ping, locking and inability fully to extend 
the knee. Such cases require excision of the 
cartilage or menisci. Occasionally when a 
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knee suspected of cartilage tear is opened, 
none is found; instead a hypertrophied pre- 
patellar pad of fat with tags pointing into 
the joint is encountered. The pad should be 
removed. 

(4) A dislocation of the knee is a very 
painful and disabling injury. This rarely 
occurs without damage to the cruciates or 
collateral ligaments or both. Naturally, the 
treatment is immediate reduction under gen- 
eral anesthesia. This should be followed 
by a long leg cast, toes to groin. If hemar- 
throsis is severe, aspiration should also be 
done. It is the opinion of the author that 
when a definite diagnosis is made of severe 
ligamentous tear, surgical repair is essential. 

(5) Tears or rupture to either the anterior 
or posterior cruciates or both is not rare. 
Immediate repair is indicated. A thorough 
examination is required, and, if too painful 
for a complete study, a general anesthetic is 
of paramount importance. Radiograms are 
of great aid when taken in positions indi- 
cated by the examination such as adduction 
and abduction. D. H. O'Donoghue? has 
given a very complete analysis of severe liga- 
ment and cruciate damage as exemplified in 
contact injuries to the knee in competitive 
sports in high school and college. He stresses 
early surgical repair. 

(6) Instability of the knee usually results 
from injuries of tear or relaxation to the 
collateral ligaments, cruciates and _ capsule, 
as mentioned above. 


In our present highly industrialized and 
mechanical age, fractures of the knee occur 
very commonly. A brief discussion will fol- 
low. 

Patellar fractures lead in number in our 
institution. Too often this fracture is over- 
looked when only the conventional radiogram 
is made of antero-posterior and lateral views. 
A vertical view should be required when a 
patellar fracture is suspected. Many of these 
injuries consist of linear, chip or multiple 
fractures without separation. Their treat- 
ment is very simple with some form of fixa- 
tion best suited in the individual case. 

Whenever the fracture results in wide sep- 
aration of fragments, surgery is inevitable. 
The repair may necessitate simple suturing, 
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wire loop around the patella incorporating 
the proximal end of the patella tendon and 
the attachment of the quadratus femoris to 
the patella; or screw fixation. Sometimes the 
fragments cannot be properly molded to 
avoid uneven and irregular joint surface re- 
quiring sacrificing them. In this event a 
partial or complete patellectomy is advisable. 
In practically all cases with wide separation 
of fragments, a tear of one or both collateral 
ligaments has resulted. A careful examina- 
tion should be made so that complete repair 
may be done. 

Proximal tibial end fractures vary greatly 
in severity. Marginal or chip fractures usual- 
ly require only cast fixation for three or four 
weeks. Fractures of the spines or tubercle as 
a rule are not difficult to treat, unless wide 
separation results. In this event, open opera- 
tion is necessary. A factor not to be over- 
looked in these cases is the frequency with 
which tears to the menisci are encountered. 
The joint should be well explored. 

Tibial plateau fractures require utmost 
technical skill and knowledge on the part of 
the surgeon. Here again a very complete 
and minute examination is essential. Radio- 
grams should include both the antero-pos- 
terior and postero-anterior with the lateral 
views. Occasionally oblique views are help- 
ful. If a complete examination demonstrates 
little or no displacement of the fragments, 
traction or cast fixation will suffice. If the 
damage is great with the usual profuse effu- 
sion of blood, the limb should be placed on 
pillows or a splint with the knee slightly 
flexed for a few days. An ice-cap for one or 
two days is advisable to control bleeding. 
Aspiration may be necessary. The usual and 
classical picture is that of a depressed plateau 
fracture of the external condyle with the 
joint surface wedged deeply between the 
larger fragments. The upper end of the 
fibula is usually also involved and requires 
no special treatment. Again, the fracture 
may be a T-type or involve the posterior 
margin or surface of the tibia. Most of the 
severe types require open operation. Often 
the plateau fragments can well be elevated 
to the natural position and held up by bone 
supports (watermelon plug) or bone grafts 
obtained from the tibia, lower femur or the 
ilium. Other types such as T-type fractures 
or fracture of both condyles, may require 
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long screws, threaded wires or bolts across 
the base of the condyles. 

Fractures involving the lower femur into 
the knee joint require the ingenuity of the 
experienced skilled surgeon. After a_thor- 
ough examination is made and decision ar- 
rived at regarding the type of treatment to 
be used, the limb should be placed in posi- 
tion to obtain maximum and perfect line in 
weight bearing and avoid malunion. The 
deformities to be avoided are genu valgum, 
genu varus, flexion or hyperextension. 

Occasionally, no internal fixation is neces- 
sary. The type of internal fixation to be 
used depends upon the case on hand and 
what the surgeon is most adapted and skilled 
to use. The materials needed are long screws 
of many lengths with wide threads, bolts, 
threaded pins or wires, ordinary plates and 
blade plates. When the latter are used, they 
should be bent to conform to the outline and 
contour of bone surface. 


Quite frequently a combination of multiple 
injuries result involving adjoining surfaces 
of the femur and tibia, the patella and severe 
damage to ligaments and minisci. No sug- 
gestion is made as the therapy to be insti- 
tuted. The problem rests solely with the 
attending surgeon and attendants. A good 
surgeon usually arrives at the best treatment 
indicated. 

Many pathologic conditions may compli- 
cate injuries about the knee. Among these 
are osteochondritis dissecans, osteochondrom- 
alacia patella, cysts of the bone or cartilage, 
neoplasms and inflammations. 


Post traumatic care to rehabilitate the pa- 
tient physically, vocationally and mentally is 
essential. This entails avoidance of stiffness, 
muscle atrophy and weakness. Physical ther- 
apy is essential and also vocational therapy in 
specific isolated cases. 


To assure mobility of the knee, both pas- 
sive and active exercises should be begun 
early, even when the limb is encased in a cast. 
The quadriceps femoris muscle is the largest 
in the body and requires muscle activity. 
With disuse it wastes and atrophies quickly. 
All knee cases require redevelopment of this 
essential and necessary muscle to bring about 
good function. Hence, evaluation of perma- 
nent disability in industrial accident cases is 
a big economic question that the surgeon 
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should consider in addition to good medical 
care. 


A compensation case may have 50 per cent 
loss of function or temporary total disability 
at the end of the healing period but after a 
few months of activity and work, the result 
may be 25 per cent or less of total permanent 
disability. 
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RECTAL PARALDEHYDE* 
A BASAL ANESTHETIC FOR CHILDREN 


By STANLEY H. AXELRop, M.D. 
and 
CHARLES STEIN, M.D. 
Miami Beach, Florida 


All of us who do any pediatric anesthesia 
at all are keenly aware of the problem en- 
tailed in anesthetizing a terror stricken, 
screaming child. Even the most cooperative 
youngster retains some degree of psychic 
trauma such as recurring nightmares, after 
an anesthetic experience (I am told by my 
pediatrician friends). 


I have heard of the success some anesthesi- 
ologists have with children in obtaining their 
cooperation and conducting smooth anesthe- 
sia with a minimum of excitement. In our 
experience this occurs usually in older chil- 
dren. 


In addition to the adverse psychic effect 
upon children, the fear reaction induced is 
associated with hyperadrenalism, tachycardia, 
tachypnia and a hyperreflex state, all highly 
undesirable. 


In most instances then it is important to 
prepare these children so that as many unde- 
sirable phenomena as possible are obviated. 
Several methods are available and will be 
considered briefly in order to emphasize their 
relative disadvantages. 


*Read in Section on Anesthesiology, Southern Medical As- 
sociation, Forty-Sixth Annual Meeting, Miami, Florida, No- 
vember 10-13, 1952. 


*From the Department of Anesthesiology, Mount Sinai Hos- 
pital, Miami Beach, Florida. 


Pre-anesthetic medication with a parenteral 
combination of opiates and a belladonna de- 
rivative with or without barbiturates will in 
many cases produce effective sedation. De- 
pression of respiration with this method is 
common even though children usually toler- 
ate large doses of opiates. 

Rectal pentothal® has serious shortcomings 
in our hands. The degree of absorption is 
unpredictable and respiratory depression oc- 
curs frequently. The recovery period is also 
much prolonged. 

Unpredictability of absorption of other 
barbiturates given rectally limits their useful- 
ness. 

Tribromoethanol (avertin®) possesses dis- 
advantages similar to rectal pentothal® plus 
the added danger of the toxicity of all halo- 
genated hydrocarbons for parenchymatous 
organs. It is also tricky to prepare and should 
never be relegated to a nurse. 

What then are the criteria of a good basal 
anesthetic? 

A satisfactory agent should provide a safe 
degree of hypnosis or analgesia without de- 
pression of respiration and circulation. It 
should possess a low toxicity. It should be 
uncomplicated for nursing personnel to ad- 
minister and pleasant for the patient. It 
should be economical. 


In our opinion paraldehyde administered 
rectally meets these specifications better than 
any other agent. 


PHARMACOLOGY 


Paraldehyde is a polymer of acetaldehyde 
(CH;CHO), and was introduced by Cervella™ 
in 1882. 

Its actions are similar to alcohol but have 
a more powerful hypnotic effect. Sleep is 
nermal and in ordinary doses without after 
effects. Therapeutic doses do not depress the 
heart and respiration.! 2 

It has a disagreeable taste and unpleasant 
odor. The drug is readily miscible in oil. 

Burstein and Rovenstein'? have indicated 
its toxicity given intravenously and there is 
substantial evidence to contraindicate its use 
by this route. 

The toxicity of the drug is increased when 
combined with morphine.'* 
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Seventy-five per cent of the drug is prob- 
ably oxidized by the liver. The remaining frac- 
tion is excreted by the lungs and kidneys.! 2 ® 


METHODS 


Clinically, as a basal anesthetic, many 
technics by various observers have been de- 
vised with varying success. The British have 
been its most enthusiastic proponents.*5681011 

The method we employ at Mt. Sinai is to 
mix the computed dose of paraldehyde with 
an equal volume of olive oil. Recently benzyl 
alcohol has been added to the mixture to 
further reduce irritation. 


This mixture is administered rectally by 
the floor nurse one hour before anticipated 
surgery. Approximately fifteen minutes later 
the prescribed dose of atropine or scopola- 
mine is given subcutaneously. No opiate or 
barbiturate is used. By this time the child 
is usually asleep or drowsy enough not to 
object to the hypodermic needle. 


The patient is brought to the operating 
room suite in his crib disturbing him as little 
as possible. The induction is begun either in 
the crib or immediately after gently trans- 
ferring the patient to the operating table. 


DOSAGE 


The most reliable method of computing 
the dosage of paraldehyde is based on body 
weight.1! 12 We have found the arbitrary selec- 
tion of one cc. of paraldehyde for each five 
pounds of body weight to be most satisfac- 
tory. This dose is mixed with an equal vol- 
ume of olive oil. Benzyl alcohol, one cc. for 
each ten cc. of paraldehyde, is added to the 
mixture. A maximum dose of 20 cc. of paral- 
dehyde has not been exceeded. 


SELECTION OF CASES 


The 87 patients in this series were children 
ranging in age from 22 months to 11 years 
and weighing from 21 to 102 pounds. They 
were all admitted to the pediatric service 
for surgical procedures of all types but pre- 
dominantly for tonsillectomy and adenoidec- 
tomy. 

According to the double dichotomy method 
of statistical analysis 87 cases represent more 
than an adequate sampling. 


Rectal paraldehyde was administered to all 


AXELROD AND STEIN: RECTAL PARALDEHYDE 671 


patients requiring anesthesia except those 
few for whom it was decided there was inade- 
quate time to permit satisfactory absorption 
of the drug or because there was some other 
contraindication to its administration. 


RESULTS 


The effectiveness of the basal anesthetic 
was determined by classifying the depth of 
hypnosis at the time of induction of anes- 
thesia (Table 1). 

The effect of the drug upon induction of 
anesthesia was classified according to whether 
induction was shortened, prolonged or the 
same as induction without paraldehyde basal 
anesthesia (Table 2). 

Thirteen cases showed some degree of 
excitement during induction. Nine of these 
were children who were easily aroused or 
drowsy before induction started. Five of the 
eight cases in which there was no hypnotic 
effect showed varying degrees of excitement. 

Tachycardia was observed in 10 of the 13 
cases exhibiting excitement during induction. 
Depression of respiration did not occur in 
any case. 

Effect upon Recovery (Table 3).—An inter- 
val of more than an hour for a patient to 
awaken after cessation of anesthesia was con- 
sidered a prolonged recovery. 


Cases 
(1) Asleep 
(A) Unable to arouse 14 
(B) Easily aroused . 37 
(2) Drowsy 28 
(3) No apparent effect 8 
TABLE 1 
No. of 
Effect on Induction of Anesthesia Cases 
(1) Shortened 58 
(2) Prolonged 5 
(3) No difference 24 
TaBLe 2 
No. of 
Effect on Recovery Cases 
(1) Prolonged recovery 18 
(2) Recovery in hour or less 69 


TABLE 3 
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In all cases of prolonged recovery the hyp- 
nosis resembled normal sleep with no de- 
pression of circulation and respiration. Gag, 
swallowing and vomiting reflexes returned 
shortly after all patients were returned to the 
recovery room. The longest recovery period 
lasted 8 hours in one patient. 

An interesting incidental observation was 
made. It is our impression that postoperative 
vomiting was appreciably reduced in com- 
parison to that following vinethene-ether 
anesthesia without paraldehyde. 


It was not practical to pursue a careful 
follow-up on these patients since they were 
almost all 24 hour admissions. However in 
the few cases we were able to check, it was 
found that amnesia was practically complete 
for the entire procedure from the time the 
rectal instillation was made. This obtained 
even in those children who were merely 
drowsy at the time of induction. 


ANESTHETIC AGENTS 


The agent for inducing anesthesia was 
vinethene in 79 cases. Trichlorethylene was 
used in 8 cases. 

Anesthesia was maintained with ether in 
77 cases, trilene, No -O. in 8 cases and vineth- 
ene alone in two cases. 


COMPLICATIONS 


A patient developed a moderately severe 
laryngospasm when induction began. He was 
easily aroused prior to beginning anesthesia. 


Eight children expelled part of the rectal 
instillation but only two of these failed to 
obtain some degree of hypnosis. 


Partial dose was repeated in a youngster 
because of inadvertent delay in starting sur- 
gery. There were no untoward effects. 


There was an instance of post-anesthesia 
proctitis as evidenced by diarrhea and ab- 
dominal cramps lasting 24 hours. This pa- 
tient was one of the first to receive paralde- 
hyde mixed with saline instead of olive oil 
which was used subsequently. 


CONTRAINDICATIONS 


Acute or chronic pulmonary disease con- 
traindicates the use of paraldehyde since the 
lungs excrete about 25 per cent of the drug. 


Hepatitis should be considered a contra- 
indication even though the excretion of the 
drug is taken over by the lungs when the abil. 
ity of the liver to detoxify has been altered. 

Proctitis or diarrhea precludes the use of 
paraldehyde rectally. 

The odor is pungent and may be objec. 
tionable but the patient himself is not aware 
of it. 

CONCLUSIONS 


The need for basal anesthesia in children 
is discussed. 

The criteria of a good basal anesthetic 
agent are presented. Paraldehyde is compared 
with other basal anesthetics and its ad- 
vantages discussed. 

Results in 87 children are presented and 
indicate the desired hypnotic effect can be 
produced in the majority of patients with a 
wide margin of safety and without serious 
complications. 

We believe paraldehyde as a basal anes- 
thetic deserves renewed interest and popu- 
larity. 

ADDENDUM 


Since the paper was written we have added 76 cases 
to our original series. No change has been made in 
dosage, technic or method of handling these children 
with the exception that endotracheal anesthesia has 
been adopted for all tonsillectomy and adenoidectomy 
patients. These additional patients have served to 
confirm our initial impressions. 
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DISCUSSION (Abstract) 


Dr. W. E. Hoffman, Charleston, W. Va—As you 
may know Dr. Howard Kahn of George Washington 
read a paper before the sectional meeting of the Amer- 
ican College of Surgeons in Washington, D. C. about 
1934-35 in which he described giving so much 
paraldehyde per kilo of body weight of the patient. 


Dr. Louis Douglass of Maryland tried using 
paraldehyde with aromatic elixirs, chocolate syrup, 
and so on. Dr. Douglass was one of the first to say 
give five drams as the initial dose in obstetrical cases. 
Dr. Douglass has published an article on the use of 
paraldehyde to control the convulsions of eclampsia. 
This I have used in many cases. A 19-year-old primip- 
ara was sent to our hospital in convulsions. We 
could not use paraldehyde by rectum, so we passed a 
nasal tube and over a period of 48 hours gave her 
104 drams of paraldehyde. We stopped the con- 
vulsions, then went ahead and ruptured the mem- 
branes and delivered a perfectly normal living baby 
with no further complications. Paraldehyde will re- 
duce the blood pressure and may cause an increase 
in respirations. 

The nurses must be trained to give paraldehyde; 
patients sometimes get into the excitement stage when 
they have not had enough paraldehyde. 


Nembutal® grains 111, demerol® 50 mg. and pa- 


raldehyde is a wonderful analgesia for women in 
labor. 


Dr. Albert J. Ochsner, II, Alexandria, La—I have 
been impressed for the last five or six years with the 
necessity of and the increasing incidence with which 
we are using basal narcosis in children. It improves 
the anesthesia not only from the anesthetist’s point of 
view, but from the pediatrician’s point of view, and, 
I am told, from the patient’s point of view after he 
has gotten ten or fifteen years older. 


I should like to ask Dr. Axelrod whether he has had 
a great deal of difficulty with some of the smaller 
children; that is, those weighing between twenty-five 
and forty pounds, in having them retain the amount 
of solution necessary for the calculated dosage. 


Dr. R. M. S. Barrett, Clayton, Mo.—I should like 
to ask Dr. Axelrod whether the minimum lethal dose 
has been determined. 


Dr. Axelrod—Not with the rectal technic, so far as 
I know. It has been determined by the intravenous 
method in guinea pigs. 

We have frequently had difficulty with the younger 
children in retention of the dose of paralydehyde. At 
first we were concerned about it because we were 
afraid we were not going to get hypnosis, but much 
to our amazement, we did. We do not even order 
Tepeat dosage. As a pule if the child expels part of 
it, we just forget about it, unless we find that after 
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half an hour or forty minutes the child is still jump- 
ing around. That has not happened so far. 


I realize that 97 cases are not necessarily conclusive. 
Our experience has been very agreeable with it, and 
we are not too concerned, with whether they do ex- 
pel part of it. This may indicate that perhaps we 
can use smaller doses. 


Dr. Hoffman.—1 wonder whether you have taught 
your nurses how to use it. One of my nurses has been 
with me for fifteen years and the other for twelve 
years, and they know how to give paraldehyde by 
rectum. They use a catheter and a syringe. Of course, 
my patients are in pain. They are not like physicians. 
The nurse inserts the rectal catheter, has her syringe 
with olive oil mixed up with the paraldehyde and 
bingo! it is injected and they are asleep. 


Dr. Axelrod (closing)—As in all hospitals today, 
the personnel problem is a difficult one. We have 
nurses who come and go, just as everyone else has, 
and we have to teach them how to use paraldehyde. 
Saying it quickly is not enough. They must be shown 
how to use it. 

The rate of administration is of no importance. 
You can pour it through a funnel and let it run into 
the child’s rectum, if it is mixed thoroughly and 
properly. If a quantity of benzyl alcohol is added, 
very few children will offer any comment about its 
installation, except perhaps to object to the catheter. 

It is necessary to prepare these children verbally as 
well as with the drug. It is important to talk to 
them, to explain to them what you are going to do 
and not to pick them up bodily, throw them down on 
the bed and shove a catheter into the anus. That is 
brutal and unnecessary. One can gain the child’s con- 
fidence. Even the most unruly youngster will quiet 
down enough for the physician to tell him what is to 
be done. It takes an extra few minutes. If the nurse 
does it for you, if you do it yourself or if one of your 
residents or associates will do it, it will pay off in the 
long run. 


PROCTOLOGY TWENTY YEARS AGO 
AND NOW* 


By Joun CHELEDEN, M.D. 
Daytona Beach, Florida 


It is a privilege to be a participant in this 
meeting, a session which marks the fifteenth 
anniversary of the founding of the Section 
on Proctology of the Southern Medical As- 
sociation. 


My interest in proctology began twenty 
years ago and the purpose of this presentation 
is to report briefly on the specialty’s progress 
during this period of time. 


*Read in Section on Proctology, Southern Medical Association, 
Forty-Sixth Annual Meeting, Miami, Florida, November 10-13, 
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By the early nineteen thirties, the American 

Proctologic Society, founded at the turn of 
the century, had already made remarkable 
strides in elevating our specialty from its 
once medieval state. A section in proctology, 
combined with gastroenterology, had been 
authorized by the American Medical Associa- 
tion in 1913. Next, the American College 
of Surgeons recognized proctology as a dis- 
tinct specialty in 1930. About that time, 
several centers, including the University of 
Pennsylvania Graduate School of Medicine 
and the Mayo Foundation, offered postgradu- 
ate training. But twenty years ago, proctol- 
ogy, as a specialty, was taught in only twelve 
medical schools. In my own school, our 
entire course, at that time, consisted of five 
hours of instruction devoted entirely to the 
observation of operative procedures. 

In 1949 an independent qualifying board 
was established. Today there are almost 600 
members of various classifications in the 
American Proctologic Society. This group 
has as its purpose the advancement, elevation 
and development of this special field of medi- 
cine and surgery. Proctology is now being 
taught in the majority of medical schools 
and a residency training program has been 
established and is being rapidly expanded. 
Regional societies, first started in 1932, total 
sixteen today. These provide discussion 
groups and teaching facilities for the general 
practitioners of that immediate area. 

The amount of scientific literature relating 
to this subject, which has accumulated during 
the past twenty years, is overwhelming. The 
customary annual publication of a review 
of the literature and bibliography, contained 
in the “Transactions” of the American Proc- 
tologic Society was discontinued in 1946. 
Since that time, others have urged the renewal 
of this valuable practice. Perhaps such a 
project, formidable as it is, might be feasible 
in a yearbook type of publication, with 
the task divided among several individuals. 
Because of the vastness of the subject matter, 
time does not permit more than a resumé 
of the more important highlights pertaining 
to advances made in this field during the past 
two decades. 

Advances made in research and in investi- 
gation of fundamental problems in the basic 
sciences have resulted in counterpart progress 
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of a practical nature. In general, it may be 
said that improvements in the ever increasing 
scope of surgery of the colon, rectum and 
anus are due to: (1) improved surgical tech. 
nics; (2) better preoperative and postopera. 
tive care by maintenance of an adequate level 
of protein in the blood and of fluid balance; 
(3) the use of sulfonamides and antibiotics 
in preoperative sterilization in colon surgery; 
and (4) advances in the field of anesthes. 
iology. 

Anatomy.—The investigations and stud- 
ies made in the field of anatomy during the 
past two decades has resulted in a clarifica- 
tion of the terminology and nomenclature. 
A re-study of the pelvic lymphatics has pro- 
vided us with a better understanding of the 
lymphatic drainage of the genito-anorectal 
areas, of great importance in the treatment 
of infections and neoplasms. The knowledge 
gained from recent re-investigations of the 
blood supply of the large bowel now permits 
more extensive resection in malignancy of 
the colon. 


Asepsis, Antisepsis, Wound Healing.— 
Aseptic technic in anorectal surgery twenty 
years ago was something hoped for and 
hardly ever attained. For one thing, the 
struggling patient under general anesthesia 
soon disarranged any neat placement of sterile 
drapes. In colon surgery, dependence was 
placed on exteriorization technics, cauteriza- 
tion and drainage tubes because of the inabil- 
ity properly to prepare the bowel. 


Antibiotics, through their control of infec- 
tion, have made operative intervention un- 
necessary in some cases and have lessened the 
extent of surgical intervention in others. In 
still others, their use has permitted more 
extensive initial operation than would have 
been possible without them. 


However, the main dependence of the sur- 
geon in prevention of infection must still be 
placed on the well known principle of surgi- 
cal care of contaminated wounds, namely: 
removal of devitalized tissue and contamina 
tion. 


The management of wounds of the large 
intestine has greatly improved as a result of 
our experience in World War II. Antibiotics 
were a useful adjunct and, the use of a tempo 
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rary proximal colostomy was found to be of 
utmost value in lowering the mortality rate 
in wounds of the colon, rectum and anus. 
Anus.—Because of the more detailed knowl- 
edge of the anatomy of the perianal and 
perirectal spaces and their surgical signifi- 
cance, infections, both acute and chronic, 
can now be handled with almost mathematical 
precision and with more certain results. 


Hemorrhoids, Stricture, Plastic Procedures. 
—The injection of hemorrhoids with sclero- 
sing agents is now standardized and is an 
approved form of treatment in selected cases. 
Poor results and complications are avoidable 
by observance of proper technic. 

Refinements in the technic for hemorrhoid- 
ectomy have been made as a result of im- 
proved knowledge of the detailed anatomy 
of the area. Morgan and Milligan have de- 
vised a simple and effective method for the 
routine hemorrhoidectomy. More and more, 
however, plastic procedures are being advo- 
cated for more complete removal of the 
varicosities that do not fall in the usual 
pattern and when additional pathologic le- 
sions must be dealt with. Anal stenotic 
lesions can now be repaired, using sliding 
grafts of mucosa and skin. Procedures for 
the repair and reconstruction of the anal 
sphincters have improved. Recently, the 
transplanted gracilis muscle of the inner thigh 
has been used in reconstructing hopelessly 
deficient anal sphincters in children with 
neurologic lesions affecting the nerve supply 
of the perineum. 


Condylomata acuminata are now removed 
by the simple application of a 25 per cent 
suspension of podophyllin. Originally, the 
suspension medium used was mineral oil. 
Tincture of benzoin has been suggested in its 
place. Its use permits greater ease of applica- 
tion with less subsequent discomfort. 


Pruritus Ani.—Considerable confusion still 
exists as to the causation, pathogenesis and 
management of this vexing problem. Never- 
theless, through the years, a more rational 
approach has been developed in the treatment 
of this syndrome. (1) A careful history is 
obtained in an effort to determine the cause 
or causes, paying particular attention to 
possible psychogenic disturbances. (2) A 
thorough clinical examination, including 
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necessary laboratory diagnostic procedures. 
(3) Consultation with other specialities when 
indicated. (4) Eradication of obvious local 
pathologic lesions of the anus and rectum. 
(5) Individualization of local treatment, 
using only the mildest agents necessary to 
secure relief. (6) A discussion of the problem 
with the patient with instructions, not only 
as to local hygiene, but also possible changes 
in habits of living and eating, and reduction 
of factors leading to emotional stress. 


This general approach, plus sympathy, 
time consuming as it is, has proven to be 
more satisfactory rather than a direct and 
limited attack upon the affected skin area 
alone. 


Pilonidal Cysts—The literature on the 
treatment of pilonidal cysts increased tre- 
mendously during and following the recent 
war. Various technics were advocated pre- 
senting methods which would shorten the 
healing time and decrease the period of dis- 
ability. This disease was discussed fully at 
a recent symposium and few arguments 
against the open method could be advanced, 
except for the long period of healing re- 
quired. Applications of chlorophyll com- 
pounds seem to hasten the granulation 
process in some individuals. 


Venereal Lymphogranuloma.—It is ad- 
mitted that our knowledge of this subject is 
still far from complete. It has been suggested 
that the virus of venereal lymphogranuloma is 
related to the virus of psittacosis, trachoma 
and atypical pneumonia. The old Frei anti- 
gen, taken directly from infected nodes, has 
been replaced by antigen grown on chick 
embryo. The newer antibiotics have been 
found to be of value in the pre-stricture stage. 
In the more severe grades of stricture, forma- 
tion extirpation by abdominoperineal resec- 
tion is advisable. The use of estrogens has 
been advocated. 


Prolonged Injectable Anesthetics——Oil sol- 
uble injectable analgesic agents were first 
introduced in 1927. They are of some value 
in reducing anorectal pain and may be used 
in the treatment of pruritus ani. Complica- 
tions, consisting of slough and abscess forma- 
tion, were reported soon after the introduc- 
tion of this new type of therapy. When the 
solution is properly injected under strict 
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aseptic technic, the incidence of complica- 
tions is reduced. 

Recently a new, water soluble, depot type 
agent has been made available. It appears to 
be effacious, does not delay wound healing, 
and as yet no serious complications have been 
reported. 

Colon.—In addition to malignancy of the 
cecum, simple ulceration of the cecus has 
been reported, a lesion not associated with 
other recognized infections or tumefactions 
of the large intestine. It is usually found 
near the ileocecal valves and has a marked 
tendency to perforate and to cause extensive 
scarring and deformity. The etiology is ob- 
scure and the presenting clinical picture is 
confusing so that in no case has it ever been 
clearly differentiated from other lesions of 
the ileocecal coil before celiotomy or nec- 
ropsy. The condition is rare; less than fifty 
cases are reported in the literature. 

The incidence of solitary diverticula of the 
cecum is being reported more frequently. 
They can present a confusing picture when 
complications due to inflammation and per- 
foration develop. 

Of diagnostic significance is ileocecal valve 
hypertrophy. Roentgenologically, this condi- 
tion may simulate malignancy in this area 
and there are several reports where colectomy 
was performed before the possibility of this 
benign condition was emphasized. 

Ulcerative Colitis—Although much _ has 
been written on the medical management of 
chronic ulcerative colitis, littke new informa- 
tion has been added. The newer antibiotics 
have been of some benefit in reducing the 
absorptive toxic effects of secondary infection. 
Cortisone has proved to be of value in short- 
ening the morbidity in acute exacerbations. 

Blood transfusions, rest, attention to 
general health, maintenance of an adequate 
level of serum protein and possibly elimina- 
ting focal infections, still are advocated. 

Resection is being done earlier and more 
frequently when medical treatment has failed 
and when obstruction, abscess, fistula, hem- 
orrhage, arthritis, polyposis or malignant de- 
generation is present. 

Congenital Anomalies—Congenital ano- 
malies of the lower part of the rectum have 
been reclassified and clarified. The remote 


results in these conditions are still discour- 
aging, even though great strides have been 
made in their earlier diagnosis and improved 
surgical management. Associated anomalies 
play a large part in the considerable mortality 
rate. 


In the surgical management of megacolon, 
the trend is away from sympathectomy since 
the operation does not alter the gross patho- 
logic condition and results have been dis- 
appointing. The shift is toward segmental 
resection with a modification of the pull 
through operation, as advocated by Swenson, 
who regards it as a form of achalasia. 


Polyps.—Criteria for the management of 
polypoid disease of the large bowel have been 
more clearly established. Although the eti- 
ology has not been accurately determined, it 
is agreed that there is a close relationship 
between the benign adenoma and large bowel 
malignancy. Histologically, all stages of the 
sequence of change from normal colonic mu- 
cosa to actual adenocarcinoma have _ been 
demonstrated. Although it is important that 
the presence of malignant change be deter- 
mined by careful microscopic study following 
their removal, gross changes in the appearance 
of the tumor may be strong presumptive evi- 
dence of malignancy. These are ulceration, 
nodular irregularities, firmness, induration 
and fixation. The coexistence of additional 
polyps, and more important, a malignant 
growth, should not be overlooked. The 
management of polyps and the extent of 
tissue to be removed is a serious responsibil- 
ity since the first attack upon the tumor may 
be the only real opportunity for eventual 
cure. 


Congenital multiple polyposis requires 
early colectomy. The trend is towards 
ileosigmoidostomy with preservation of rectal 
continence. 


Intussusception—The use of barium ene- 
mas in the reduction of bowel intussusception 
has been reported and has been found to be 
successful when used early in the difficulty. 
There is nothing to be lost and much can 
be gained by the use of this procedure. 


Diverticulosis, Diverticulitis—The vagaries 
of diverticulosis and diverticulitis are now 
much better understood and managed than 
in former years. We now appreciate the fact 
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that diverticula can cause symptoms, even 
in the young, and that bleeding is not an 
infrequent symptom in this disease complex. 
The sulfonamides and newer antibiotics have 
been helpful in the management of diverticu- 
litis. Proximal cecostomy, or better, trans- 
verse colostomy, has reduced the morbidity 
and mortality in instances of diverticulitis 
with perforation and abscess formation. 
Where there is tendency to recurrence of 
symptoms of diverticulitis following perfora- 
tion, the diseased portion of the bowel 
should be resected. 


Carcinoma of the Large Bowel.—The 
figures pointing out the improvements in 
management of malignancy of the large 
intestine speak for themselves. Operability 
and resectability rates have improved tre- 
mendously. The number of five- and ten-year 
cures is steadily increasing. It must be em- 
phasized that early recognition of symptoms, 
by both the laity and the profession is lagging. 
At the present time, earlier diagnosis and 
more adequate examination of the large 
bowel seems to be the only opportunity 
left for improvement of cure rates. 


Diagnosis, Examination, Referred Symp- 
toms—Recently many articles have been 
published reporting the results of routine 
sigmoidoscopies done on large groups of ap- 
parently well individuals. In such series of 
cases, the examiner reported that he was re- 
warded with important clinical findings. A 
fair percentage of early malignant changes 
was found, with obvious benefit to the 
patient. 


For years, proctologists have been pointing 
out the benefits and need for early routine 
examinations of the lower bowel, not only 
for the detection of possible malignancy and 
other early disease in the immediate area, 
but also because symptoms attributable to 
adjacent or distant viscera may at times 
find their etiology in diseases of the anus, 
rectum and colon. We are now beginning 
to reap the rewards of our efforts in this 
direction. Twenty years ago qualified proc- 
tologists were limited chiefly to the larger 
medical centers and there may have been 
some excuse for delayed and inadequate ex- 
amination. Today the services of capable 
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men are obtainable in even the smaller com- 
munities. 

This section has served nobly in the dis- 
semination of knowledge pertaining to this 
specialty. Its organization and growth is a 
tribute to its members. We should be paric- 
ularly indebted to two of its original founders, 
Dr. Marion C. Pruitt, of Atlanta, the first 
chairman, and Dr. Curtice Rosser of Dallas, 
the first secretary. 


DISCUSSION (Abstract) 


Dr. Claude G. Mentzer, Miami, Fla.—It is by re- 
viewing the past progress and failures in proctology 
that we can evaluate the present knowledge and from 
this chart the course for future progress. 

Too often in the past, proctology has been consid- 
ered an unimportant side line of the general surgeon, 
its conditions treated by him as a minor problera 
until he himself was afflicted. This was brought 
home in the last war to service physicians, who, 
along with service men in general, were too often 
operated upon proctologically by those who were not 
trained proctologists. The increased interest in this 
field has been shown by the rapid expansion of the 
American Proctologic Society and the multiple local 
groups formed over the United States. The Proc- 
tologic Section of the Southern Medical Association, 
founded in 1937, has had no small part in bringing 
about the recognition of the rightful place of proc- 
tology among the surgical specialties. 

The art of proctology, in so far as relief of pain is 
concerned, has been receiving increasing attention in 
the past twenty years. The place of long-lasting anes- 
thetics and their value in proctologic surgery has 
been well established. The knowledge that proc- 
tologic surgery and severe postoperative pain are 
not necessary companions is gradually being accepted 
by the public. This in turn brings more patients 
to the proctologist for early diagnosis, resulting in 
more cures and the need for less radical surgery. 

Refinement of various anesthetic agents, and im- 
provement in their administration has come with the 
advance of anesthesiology as a specialty. Proctology 
has benefited thereby. 

The sulfonamides and antibiotics have definitely 
lessened the morbidity in proctologic surgery. I be- 
lieve the widespread use of these drugs for various 
infections other than proctologic has been accountable 
for the rare appearance at our charity clinic of 
lymphogranuloma venereum strictures. Whereas, prior 
to 1939, we routinely advised colostomy for this in- 
volvement in colored women, only one colostomy has 
been done in our clinic since sulfanilamide came into 
use. Also, the results of plastic surgery about the 
anus have been greatly improved since the anti- 
biotics and sulfonamides have come into general use. 

Upon the diseases which I term “para-rectal,” the 
most significant contribution was made by Thiele, 
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who first gave an adequate and satisfactory explana- 
tion of the cause of coccygodynia and described its 
treatment. Another of these diseases is pilonidal 
sinus. Even with the great incidence of this disease 
during the war, no consensus of opinion as to the 
best form of treatment has been given. 


The solution to many proctologic problems is still 
in the future. We all meet our Waterloos in some of 
the pruritus cases. This is evident when proctologists 
meet, for the most frequent question is, “Have you 
any new approach to the treatment of pruritus ani?” 
Ulcerative colitis also falls under this heading of 
unsolved problems. The only answer to cancer cure 
is still early diagnosis and treatment. It is hoped 
that the extensive research into the causes of cancer 
will bring into being rational approaches to its cure. 


The incidence of amebiasis is certainly not lessen- 
ing, even though we have improved drugs for its 
treatment. The responsibility for this condition 
must rest, in part, on the proctologist. The way to 
diagnose amebiasis is to be ameba conscious and to 
look for it. My own failure to do this up to last 
March is an example of dereliction. Since March 
of this year I have found 53 cases of amebiasis, 
more than I had diagnosed in 16 years previous to 
that time. A competent laboratory technician is an 
indispensable help in diagnosing this disease. 


ANOPLASTY VERSUS 
HEMORRHOIDECTOMY* 


By Mark M. Marks, M.D., F.I.C.S. 
Kansas City, Missouri 


Fear of recurrence frequently dissuades suf- 
ferers from accepting necessary proctologic 
surgery. This apprehension is real and well 
founded because, too often, there is little as- 
surance that the condition for which they 
may be operated upon will not return. This 
possibility, however, is in direct proportion to 
the skill of the surgeon. 

In the hands of those limited in knowledge 
of proctology, surgery upon the anal orifice 
is a matter of removing varices, incising ab- 
scesses or removing a few skin tags. The proc- 
tologists’ concept of surgical correction is not 
only the removal of pathological tissue, but 
also, the concomitant removal of associated 
disease responsible for recurrences. This en- 
tails the restoration, as nearly as possible, to 
normal anatomy and normal function. 


*Read in Section on Proctology, Southern Medical Associa- 
tion, Forty-Sixth Annual Meeting, Miami, Florida, November 
10-13, 1952. 

*From the Division of Proctology, Department of Surgery, 
Menorah Hospital Medical Center, Kansas City, Missouri. 


What are the most frequent causes of com. 
plaint following anorectal surgery? The first 
is the failure of the surgeon to find or correct 
sources of infection. The most common place 
is in the crypts. When they are widely patent, 
the passage of oily or watery stool through 
the anus forces bacterial suspensions into these 
crevices. The resulting cryptitis produces a 
variety of secondary symptoms such as fissur- 
ing, ulcers, pectenosis, backache, pelvic pain 
and gynecologic as well as urologic complica- 
tions. Secondly, the incomplete removal of 
hemorrhoids permits the remaining vessels 
to enlarge and again bulge the rectal mucous 
membrane. When smaller hemorrhoids situ- 
ated between the three major ones and de- 
veloped from secondary branches of the main 
hemorrhoidal veins are left, they too, become 
symptomatic. 

Papillae that are not removed initially tend 
to increase in size and give symptoms of for- 
eign bodies. Anal stenosis, although less com- 
mon, does occur because of the removal of 
excess tissue, persistent use of oily laxatives or 
inadequate postoperative care. Skin tags fol- 
lowing operations may cause distress and 
often are considered by the patient to be 
hemorrhoids that were overlooked. 


In order to assure the maximum benefit 
from proctologic operations and to prevent 
the possibility of further complaint, a stand- 
ard procedure to fit the needs of each opera- 
tor should be established. This usually is a 
modification of recognized methods adapted 
to one’s own use. Surgery on the anal outlet 
and contiguous structures should be con- 
sidered a plastic correction. The connotation 
“hemorrhoidectomy” implies the removal of 
hemorrhoids only, but the operation is much 
more inclusive when properly performed if 
permanent and satisfactory results are to be 
achieved. 

The following procedure is best suited to 
my needs in performing anoplasty. The pa- 
tient is always re-examined under anesthesia. 
Divulsion of the anal outlet is not done. A 
small Pratt bivalve speculum is used. All 
crypts which admit a hooked probe are ex- 
cised and the edges flattened to prevent ad- 
hesions. 

Hemorrhoids are removed in series, counter- 
clockwise. The major hemorrhoids in the 
left lateral, right anterior and right posterior 
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positions are removed in order named. To 
prevent later redundancy and hemorrhoid 
reformation, the hemorrhoidal artery should 
first be ligated. This artery emerging from 
the bowel wall will usually be from a point 
one to two centimeters above the upper pole 
of the hemorrhoid proper. The third length 
chromic OO suture is passed down to the 
varix. The hemorrhoid itself, along with its 
dependent external veins and papillae is re- 
moved en bloc by scissor dissection. The 
arrested suture is then continued caudad to 
approximate the cut edges of the mucosal 
defect. The skin may be left open or closed 
with interrupted OO catgut. Bleeders are 
tied as required. 


The anterior hemorrhoid is treated in the 
same manner but, because of its large venous 
plexus from the middle hemorrhoidal vessels, 
the base of this hemorrhoid is clamped before 
removal. The constricting suture is continued 
over the instrument and the defect in the 
mucosa is closed as the suture is tightened 
when the clamp is removed. The last major 
hemorrhoid at the right posterior position is 
treated in the same way as the one on the 
opposite side. 


Again counterclockwise the anus is exam- 
ined for secondary hemorrhoidal enlarge- 
ments. ‘hese may be removed by constriction 
with fine catgut or eradicated by longitudinal 
incision and dissection of the veins beneath. 
All overhanging mucosa is excised. 


Following the second inspection, it is good 
to look a third time to flatten wounds, arrest 
bleeding and remove papillae. Excess skin 
is removed to prevent postoperative edema 
and cutaneous tags. 


To permit better wound drainage, diminish 
postoperative spasm and prevent fissuring 
and stenosis, I have found it expedient to do 
a posterior proctotomy or sphincterotomy in 
nearly all cases. The reason for this is that 
three or more wounds on a tubular surface 
Must contract on healing. Since wound ten- 
sion is released, the repair is more rapid, scars 
aré softer and infection less likely to occur. A 
Proctotomy is particularly necessary if cryp- 
itis is found in the posterior quadrant or 
if secondary hemorrhoids are removed in that 
area. Both anal stenosis and pectenosis are 
more easily overcome by division of muscle 
fibers in the posterior midline. An adequate 
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area of anal skin should be removed posterior- 
ly to permit the mucosal wounds to heal first. 


Complications have been few. Following 
the past three hundred anoplasties, there have 
been three hemorrhages that required rehos- 
pitalization. These were in women with pre- 
menstrual tension. A partial stenosis occurred 
in an elderly colored man who had large pro- 
lapsing hemorrhoids. There have been no 
abscesses and no excessive delay in healing. 


DISCUSSION 


While looking for an explanation of the 
causes of proctologic complaints in those who 
have had anorectal surgery certain failures of 
concept as well as treatment become evident. 
In the correction of these errors, a method of 
prevention at the time of initial surgery seems 
possible. The prescribed procedure reduces 
the chance of overlooking pathologic condi- 
tions. Placing sutures above the hemorrhoids 
to occlude the major arteries lessens bleeding 
and using a continuous suture to close the 
mucosal defect produces a linear scar that 
gives better support to the rectal wall. 


What I do in this surgical correction does 
not differ greatly from operations done by 
other proctologists. However, I feel that the 
concept of anorectal surgery should be cor- 
rected to be all inclusive by calling it “ano- 
plasty.” 

CONCLUSIONS 


The more common causes for complaints 
following anorectal operations are discussed. 
An operative method to prevent such com- 
plications is suggested. The term “anoplasty” 
better describes a surgically sound operation 
on the anus. 


DISCUSSION (Abstract) 


Dr. Dean W. Hart, St. Petersburg, Fla—I too have 
felt that the word “hemorrhoidectomy” is inadequate 
to express what is accomplished in the removal of 
hemorrhoids and other pathological tissue in this 
operation. The word “anoplasty” is much more de- 
scriptive. I have frequently told a patient that his 
operation was to be “a hemorrhoidectomy with addi- 
tional plastic surgery in the anal canal.” The word 
anoplasty might in time be accepted by our profession 
and insurance companies, but it would always be 
necessary for us to explain to the patient what the 
name of this operation meant. Perhaps a still better 
word or group of words can be found to express the 
idea both to ourselves and our patients. 
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I have no doubt that a routine posterior procto- 
tomy, in Dr. Marks’ hands, is a beneficial and a safe 
procedure, but since I have seen several patients 
who have had unhappy results because the operator 
may have used poor judgment in knowing the limits 
of safety, I wish to warn that much caution should 
be taken in doing a proctotomy. Also I believe it is 
safer to avoid the midline in this procedure. 


Dr. Wm. H. Bernhoff, Buffalo, N. Y.—You probably 
wonder why someone from way up in our country 
would be attending a Southern Medical Association 
meeting. I happen to be a member of this organiza- 
tion since 1943. I joined when I was in the service, 
and have kept my membership. 


I prefer that the term anoplasty be reserved for 
those cases in which we have to do some reconstructive 
procedure on the anal canal; that is, procedures for 
management, treatment of chronic strictures: in other 
words, surgery that we might do after the patient 
had been operated upon by a man, maybe an enthusi- 
astic general surgeon, who had removed a great deal 
of tissue and failed to follow his patient, and, of 
course, also those patients which had had much 
anorectal inflammatory disease which required true 
plastic procedures, or, if you will, some of the congeni- 
tal anomalies. 


To me, those are procedures of a plastic nature. 
When surgery is done for routine hemorrhoids, I 
see no reason for deviating from calling this a hem- 
orrhoidectomy. 


Dr. Marks (closing)—The operation that you wit- 
nessed in the moving picture demonstrates the point 
I wish to make. The woman's trouble consisted of 
anal stenosis secondary to an anal ulcer, the result of 
crowding due to hypertrophied papillae, cryptitis and 
hemorrhoids. The operative procedures necessary for 
correcuion were cryptectomy, hemorrhoidectomy, papil- 
lectomy and posterior proctotomy. Surely, all this is 
better called anoplasty than hemorrhoidectomy. 


PRESENT DAY CONCEPTS AND USES 
OF VAGINAL HYSTERECTOMY* 


By Cart S. McMurray, M.D. 
Nashville, Tennessee 


Many papers in recent years have been 
written to support the idea that vaginal hys- 
terectomy should be returned to its former 
place of prominence and popularity in the 
earlier days of pelvic surgery. This was be- 
fore the turn of the century when aseptic 
surgery had made it possible to invade the 
abdomino-pelvic cavity almost with impu- 


*Read in Section on Gynecology, Southern Medical Asso- 
ciation, Forty-Sixth Annual Meeting, Miami, Florida, Novem- 
ber 10-13, 1952. 
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nity.'7 Most of these papers have come out of 
the Chicago area or from men trained by a 
master in the technic of vaginal surgery. Dr. 
Noble Sproat Heaney,’ Emeritus Rush Pro. 
fessor of Gynecology at Illinois University. 

Several papers have stressed the fact that 
large fibroids up to the size of a four months 
pregnancy can easily be removed by the 
vaginal route; further, that vaginal hysterec- 
tomy may be done safely with less shock to 
the bad risk and elderly persons. Heaney 
stressed the point that as the operator became 
more familiar with vaginal technic and ac. 
quired more experience in it, he would find 
himself more and more selecting the vaginal 
approach to benign pathologic conditions of 
the pelvis, especially when there was relaxa- 
tion of the vaginal outlet with need for 
perineal and vaginal repairs and where there 
was some mobility of the cardinal ligaments. 
He stressed the fact that vaginal hysterectomy 
can be safely done in the absence of pro- 
nounced prolapse but that there should be 
some mobility of the uterus. 


After reading these papers from time to 
time, and seeing Dr. Heaney’s work on sev- 
eral occasions, I have reviewed the work of 
our group with the vaginal approach to hys- 
terectomy. 

The vaginal hysterectomies done in the 
Nashville Hospitals from January, 1945, to 
January, 1951, a period of six years, have 
been reviewed. 

Table 1 shows a total of 5,207 hysterec- 
tomies listed in this period. Of these 1,368 
were subtotal and 68 were listed as radical 
total abdominal for carcinoma, 3,265 were 
total abdominal and 519 were vaginal. Thus 
74 per cent, or 3,852 were of the total type 
of hysterectomy; 26 per cent were subtotal, 
which is far too high. (My own cases of sub- 


VAGINAL HYSTERECTOMIES FROM 1945 TO 1952 DONE 
IN NASHVILLE HOSPITALS 


Per Cent 
Total abdominal 3,265 
Radical abdominal 68 
Vaginal — 
Complete hysterectomy 3,852 — 7 
Subtotal hysterectomy 1,368 — % 


Total hysterectomies 5,220 
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total hysterectomies will run under 1 per 
cent in recent years.) Only 10 per cent were 
vaginal. This seems low if we are to believe 
statements by articles from the Chicago area 
to the effect that from 25 to 50 per cent could 
and should be by the vaginal approach. 

Table 2 shows that approximately 17 per 
cent were below age 40, and 38 to 40 per cent 
were premenopausal in the period when the 
ileeding syndrome plays a part in diagnosis. 
Approximately 60 per cent were in the post- 
menopausal group where the prolapse syn- 
drome plays a greater part in decision as to 
surgical approach. 

Table 3 indicates the role that child bear- 
ing played in the pathology of the relaxation 
syndromes. There were 1.5 per cent nulli- 
parous, two of whom were virginal old maids. 
Forty-seven had only one child while 464 


AGE INCIDENCE OF PATIENTS WITH VAGINAL 


HYSTERECTOMY 

Age Groups No. Patients Per Cent 

20 ta 30 10 in 

30 to 40 81 15.4) 

40 to 50 114 21.9 | 

50 to 60 108 20.9 | Post-Menopausal 
60 to 70 156 2 | 

70 to 80 47 af 

80 plus 3 0.6 | 
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were multiparous, most of them having borne 
four or more children. 


Table 4 lists the chief complaints as given 
by the patient to the resident. Obviously, a 
patient may often have more than one symp- 
tom. Two hundred nine or 40 per cent of 
these patients complained of bleeding. One 
hundred thirty-one or 25 per cent complained 
of some type of menometrorrhagia. The oth- 
er 78 or 15 per cent complained of spotting 
as it may be found in trophic ulcer or a 
malignancy. Two hundred six or 39 per 
cent complained of the prolapse syndrome. 
One hundred sixty-three or 31 per cent com- 
plained of the womb’s dropping, and 43 or 
8 per cent said that the bladder had dropped 
or fallen. Two hundred ten or 40 per cent 
complained of urinary disturbances. Ninety- 
six or 18.5 per cent complained of stress in- 
continence. One hundred twelve or 21.5 per 
cent complained of other urinary or bladder 
distress such as frequency, or difficulty in 
voiding. Two said that they had a hole in 
their bladder following childbirth. Two hun- 


PARITY OF PATIENTS WITH VAGINAL 


HYSTERECTOMY 
Nullipara Para I. Multipara 
2 or More 
8 47 464 


1.5 per cent 9 per cent 90 per cent 


TABLE 2 


TABLE 3 


Uterine bleeding (menometrorrhagia) 


Spotting trophic ulcer? 
Protrusion of womb 


Dropping of bladder 

Stress incontinence 

Other urinary symptoms 
Vesico-vaginal fistula 

Feeling of weight in pelvis 
Lower abdominal discomfort 
Backache 

Leukorrhea 

No symptoms referable to pelvis 
Pelvic mass or tumor 
Dyspareunia 

Dysmenorrhea 

Obstipation (severe rectocele) 
Anal incontinence 


CHIEF COMPLAINT OR SYMPTOMS AS GIVEN BY PATIENT 


Per Cent Syndrome 
131 25 
209 40 Bleeding 
15 
163 31 
206 39 Prolapse 
43 8 
96 18.5 
112 § 210 21.5 $ 40 Urinary 
2 0.3 
140 27 
47 | 222 9 } 42.7 Pain 
35 6.7 
49 9 
9 
10 1.9 
6 Miscellaneous 
6 1 
1 
7 


Taste 4 


1953 
It of 
Dr. 
Pro- 
a 
that 
nths 
the 
k to 
ame 
ac- 
find 
inal 
s of . 
axa- 
for j 
here 2 
nts. 
omy 
pro- x 
| be 
> 
k of 
hys- 
the | 
519 
lave 
2 
Tec: 
“hus 
otal, 
sub- 
)ONE ‘ 
r Cent 
10 
4 
26 
4 
i 
= - 


682 SOUTHERN MEDICAL JOURNAL 


dred twenty-two or 42.7 per cent complained 
of some type of discomfort or pain in the 
lower abdomen and pelvic area. One hundred 
forty or 27 per cent had a feeling of heaviness 
or weight in the pelvis. Forty-seven or 9 per 
cent had various complaints of lower abdom- 
inal discomfort, while 35 or 6.7 per cent com- 
plained of backache. Forty-nine or 9 per cent 


complained of leukorrhea. 


Nine had no 


symptoms referable to the pelvis that the 
resident could bring out. Ten said that they 
had pelvic tumors or masses to be removed. 
In these 19 patients, evidently pathologic con- 
ditions had been found on examination and 
they had been sent in for operations for re- 
lief. There were six, each of whom com- 
plained of dysmenorrhea and dyspareunia. 
Seven complained of anal incontinence, one 
with obstipation. A miscellaneous group com- 
prised 17 per cent of complaints as given by 


the patient. 


It is not surprising that the prolapse, 
urinary and pain syndromes represent about 
40 per cent each, since they are often found 
together in patients with relaxed pelvic sup- 
port of one type or another. This would 
certainly be true in the more commonplace 
vaginal hysterectomy for prolapse, cystocele 


and rectocele group. 


Our attention should be focused on the 40 
per cent bleeding and 17 per cent miscel- 
laneous groups, since we consider other rea- 
sons than pure prolapse for vaginal hysterec- 


tomy. 


Table 5 broadly covers the preoperative 
clinical diagnostic notes of the surgeon as 
taken either from the history or usually given 


prior to operation. When these notes are 
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compared with the chief complaints of the 
patient we can get some idea of the reason 
for selection of the vaginal approach to hys- 
terectomy. 

In 235 or 45 per cent, prolapse with or 
without cystocele or rectocele was given as 
the preoperative diagnosis. Of these, 57 indi- 
cated spotting from trophic ulcer or endo- 
cervicitis. 

In 87 or 16.5 per cent, no prolapse was indi- 
cated but there was relaxed vaginal outlet 
with uterine mobility and other pathology 
stated. 


In 51 or 10 per cent, secondary ovarian fail- 
ure or endocrine bleeding was indicated as 
the preoperative diagnosis. 

In 109 or 20 per cent, uterine bleeding of 
menometrorrhagic type but unclassified was 
indicated. 

Twenty-one or 4 per cent had leiomyomata 
with mobility or prolapse with cystocele or 
rectocele. 

Eight or 1.5 per cent reported chronic cervi- 
citis with cystocele or rectocele and relaxed 
vaginal outlet. 

Table 6 lists the poor risk factors elicited. 
Some patients presented two or more of these 
conditions which are determining factors in 
deciding upon vaginal approach as against 
abdominal approach to pelvic repair. 

Obesity is listed in 48 or 9 per cent. 


Hypertensive cardiovascular disease in 55 
or 10 per cent. 

Diabetes in 14 or 27 per cent. 

Asthma and Parkinson's syndrome in nine 
or 2 per cent. 


PREOPERATIVE CLINICAL DIAGNOSTIC NOTES ON 


VAGINAL HYSTERECTOMY CASES 
No. 
Cases 
Prolapse without other pathologic conditions ex- 
cept bladder symptoms and prolapse syndrome 235 
Prolapse with spotting from trophic ulcer (57) 
No prolapse but relaxed vaginal outlet with 
uterine mobility and other pathologic condi- 


tions 87 
Endocrine bleeding or ovarian failure 51 
Uterine bleeding unclassified 109 
Leiomyomata with mobility and cystocele or rec- 

tocele 21 
Chronic cervicitis 8 


Per 
Cent 


45 


PREOPERATIVE CLINICAL DIAGNOSTIC NOTES 


No. 

Poor Risk Patients Cases Cent 
Obesity with pelvic disease 48 9 
Hypertensive cardiovascular disease 55 10 
Diabetes 14 2.7 
Parkinson's disease 1 2 
Asthma 8 t 
Age 70 and above 50 9 
Psychoneurosis 4 

Poor risk factors 180 


These factors must be considered in deciding upon course of 
surgery. 
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There were 50 over 70 years of age and 
four were listed as psychoneurotics. 


Table 7 comes nearer giving the true pic- 
ture of the part prolapse played in this group. 
Of the 519 patients submitted to vaginal 
hysterectomy, 430 or 82 per cent had some 
degree of descensus of the uterus. Of these, 146 
or 28 per cent had complete prolapse while 
153 or 29 per cent had descensus of the cervix 
to the vaginal outlet or second degree pro- 
lapse. This leaves 131 or 25 per cent who had 
mobility without marked prolapse. 

Rectocele or cystocele were present in 423 
of the 430 cases of prolapse. 

Enterocele was listed in only 15 cases. I 
presume that minor degrees of enterocele are 
not considered in the dictation of many of 
us, as this seems a low incidence to me in the 
presence of 146 third degree prolapse cases. 

Of 89 cases listed without mention of pro- 
lapse, 54 or 10 per cent had rectocele or cys- 
tocele present. Thirty-five or 6.7 per cent 
had only relaxed vaginal outlet with no cysto- 
cele or rectocele present. 

If the viewpoint of the advocate of in- 
creased use of vaginal hysterectomy is to be 
followed, it is in this group of patients that 
we should expect to see the indications wid- 
ened and a larger percentage put in the vag- 
inal approach column. Surely, we should not 
advocate doing vaginal hysterectomy on sim- 
ple cystocele and rectocele cases in need of re- 
pair where descensus does not exist and in the 
absence of other pathologic conditions. In 
other words, to do a vaginal hysterectomy 


RELATION OF PROLAPSE TO INDICATIONS FOR 
VAGINAL HYSTERECTOMY 


No. 
Cases 
First degree prolapse 131 
Second degree prolapse 153 
Third degree prolapse 146 
Prolapse total 430 
Rectocele present 389 
Cystocele present 423 
Enterocele listed 15 
No prolapse with rectocele or cystocele 54 
No prolapse, cystocele or rectocele but with 
relaxed vaginal outlet 35 
Total without prolapse 89 
Total cases subjected to total vaginal 
hysterectomy 519 
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when a lesser procedure is indicated just to 
impress the record would hardly be done. 


In advocating the more frequent use of 
vaginal hysterectomy Richard Weaver and 
Fred Johnson of Hamilton, Ontario, de- 
scribed the contra-indications: “No one 
would advise the vaginal route to a pelvis 
filled with inflammatory disease, endometri- 
osis or large abdominal tumors, especially if 
fixed or when their exact pathology is doubt- 
ful; nor in most cases of uterine malignancy. 
Patients known to have had previous abdom- 
inal surgery must be carefully weighed but 
it should be recognized that even extensive 
pelvic operations do not necessarily prevent 
comparatively easy removal of the uterus 
from below.” 


All advocates of extending the use of vag- 
inal hysterectomy agree that the chief contra- 
indication to the vaginal approach is a cervix 
so fixed that the uterine vessels cannot be 
ligated satisfactorily. 


Table 8 lists 62 abdominal operations and 
20 vaginal operations that had been done 
on this group. I might add, that in none of 
these cases were any serious difficulties en- 
countered as a result of previous operations. 


Table 9 really requires more time for dis- 
cussion than we have allotted here but we 
shall hit the high points, since the listing of 
the surgical pathologic conditions found gives 


PREVIOUS ae ge DONE ON PATIENTS SUBJECTED 
O VAGINAL HYSTERECTOMY 


Abdominal 
Appendectomy 15 
Cholecystectomy 7 
Oophorectomy 15 
Salpingo-oophorectomy 2 
Salpingectomy 3 
Tubes ligated 5 
Suspension ll 
Radium to cervix 2 
Myomectomy 1 
Lysis of adhesions 1 


62 12 Per Cent 
Vaginal 
Anterior and posterior colporrhaphy 12 
Amputation of cervix 5 
Manchester 1 
1 
1 


Watkins interposition 
Previous repair of rectovaginal fistula 


20 3.8 Per Cent 


TABLE 7 


TABLE 8 
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us quite an insight into the indications for 
vaginal hysterectomy in this group. 

You will see that 88 uteri had leiomyomata. 
Only about 14 of these could be classed as 
large enough to give any technical difficulty 
in removal. Seventeen had adenomyosis, 
with one hypertrophied and one bicornate 
uterus, making 20 per cent of the uteri with 
enlargements. The cases of endometriosis 
and strictured cervix with pyometra added 
to three cases where the bleeding listed was 
from uteri with retained evidences of recent 
pregnancy are the only ones with evidences 
of recent or subacute infection. 

You will note that 35 per cent showed evi- 
dence of either normally functioning endo- 
metrium as indicated by 90 proliferative and 
45 secretory cases, or menopausal endometri- 
um as shown by hyperplastic endometria in 
46 cases. A majority of these represent cases 
that were operated upon because of meno- 
metrorrhagia with or without prolapse. If 
we add 51 cases of endometrial polyp some 


PATHOLOGICAL LABORATORY FINDINGS 


Per 
Corpus Uterus No. Cent 
Adenomyosis 17 
Leiomyomata 88 
20 
Hypertrophied uterus 1 
Bicornate uterus 1 
Endometritis 1 
Pyometra with strictured cervix 1 
Retained recent placental tissue 3 
Endometrial 
Proliferative endometrium 90 
Secretory endometrium 45 35 
Hyperplastic endometrium 46 
Senile uterus 219 
40 
Endometrial polyp 51 
Per 
Malignancies No. Cent 
Adenocarcinoma endometrial 3 
Squamous of cervix stage I 2 1 
Squamous of cervix preinvasive 1 
Radiation changes in cervix 1 
Cervix 
Chronic cervicitis 294 
Cervical polyp 18 
Deep laceration of cervix 10 
Leukoplakia of cervix 43 


Ovarian and tubal 
Serous cyst of ovary 1 
Dermoid cyst of ovary 1 
Endometriosis of ovary 1 
Chronic salpingo-oophoritis 1 
Fallopian tube mesothelioma 1 
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of which had uterine bleeding, then we have 
44 per cent who possibly presented a bleed- 
ing syndrome. 

As expected with 60 per cent past 50 years 
showing the high percentage of prolapse, 
there were 219 senile uteri. 

The six cases of malignancy deserve some 
comment. One of the adenocarcinomas of 
the endometrium was diagnosed preoperative- 
ly in an obese 76-year-old with cardiovascular 
disease. The vaginal approach was decided 
upon as the proper one. This is the excep- 
tional case and her finding of early localized 
carcinoma of the endometrium, with unevent- 
ful postoperative recovery, bears out the 
good judgment of the surgeon. 

The other two were overlooked because 
preoperative diagnostic dilatation and curet- 
tage were apparently not done or not listed. 
Two stage I carcinomas were operated upon 
without evidence of preoperative diagnostic 
procedures. 

The one case of preinvasive carcinoma was 
picked up by the pathologist in a relatively 
innocent looking cervix. 

The cervical pathology showing 294 cases 
of chronic cervicitis with 43 cases of leuko- 
plakia does not necessarily require comment 
as to indications for vaginal approach to hys- 
terectomy but does emphasize the importance 
of total hysterectomy where hysterectomy is 
indicated whether it be abdominal or vaginal. 

The small number of five cases showing 
ovarian and tubal disease points to the high 
selection of the abdominal route where tubal 
and ovarian pathologic conditions were sus- 
pected by our group. Since one cannot know 


CONCOMITANT SURGERY WITH VAGINAL 
HYSTERECTOMY 


. Unilateral salpingo-oophorectomy 
Bilateral salpingo-oophorectomy 

. Bilateral salpingectomy 

. Repair of bladder diverticulum 

. Plication of vesical sphincter 

Repair of cervico vesical fistula 

Excision of chronic vaginal ulcer 

. Repair of complete perineal laceration 

. Cholecystectomy and appendectomy 

. Repair of umbilical hernia 

. Thyroidectomy 


TOTAL 


TaBLe 9 


TABLE 10 


6 
2 
33 
1 
1 
7 
3 
2 
1 
— 58 


oT 


Vol. 46 No. 7 


in advance what pathologic finding is con- 
tained in an adnexal tumor, then the abdom- 
inal route is certainly preferred so that more 
radical surgery can be done if indicated. 

Table 10 lists 58 procedures other than the 
routine vaginal and perineal repairs that 
were done at the same sitting or under the 
same anesthetic. 

Only nine cases had salpingectomy or sal- 
pingo-oophorectomy. 

Thirty-five cases had to do with bladder 
and urethral repair. 

Seven complete perineal repairs were done. 

Three had combined cholecystectomy and 
appendectomy. 

Two had umbilical hernias repaired. 

One thyroidectomy was done. 

I might add that all of these patients did 
well though I am sure that there are many 
of us who would probably have chosen sep- 
arate procedures for operations other than 
those dealing with the urinary and perineal 
area. 

In studying complications in Table 11 you 
will note morbidity in 92 or 18 per cent of 
our cases. By morbidity I followed the ac- 
cepted Standard Obstetric Morbidity Table 
of temperature of 100.4° or above for two 
consecutive days not including the first post- 
operative day. In this day of careful technic 
and chemotherapy morbidity is usually easily 
controlled. Most rises of temperature were 
correlated to the incidence of other compli- 
cations as this table indicates. 


COMPLICATIONS AND SEQUELAE 
Total Per Cent 


Morbidity 92 
Cystitis 86 16| 20 
Delayed ability to void 20 - 
Postoperative vaginal bleeding 
Pelvic hematoma 5| 
Pelvic peritonitis 3] 
Pelvic abscess | 
Bladder opened, immediate repair 7 
Penicillin reaction ! 
Phlebothrombosis 8 
Intestinal obstruction 1 
Enterocele recurrent 6 
Vesico-vaginal fistula 3 

Mortality 0.38 
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Cystitis as in all reported groups leads as 
a causative factor with 86 or 16 per cent. 

Delay of voluntary voiding with prolonged 
catheter drainage found in 20 or 4 per cent 
added to this group as it also added to the 
number of days of postoperative hospitaliza- 
tion. 

The five open bleeding cases and five of 
hematoma are probably minimal at 2 per 
cent. Only one of these required treatment 
for shock. Four of the pelvic hematomas 
opened spontaneously. One was opened sur- 
gically. 

Morbidity was explained in four cases 
listed, as three with pelvic peritonitis and one 
pelvic abscess which opened spontaneously. 


Only one case was listed where the bladder 
was opened with immediate repair. The pa- 
tient left the hospital on the ninth postopera- 
tive day. 

One penicillin reaction and two of phlebo- 
thrombosis added to the morbidity and in- 
creased hospitalization days. 

One phlebothrombosis occurred on the 
twentieth day after the patient had been 
home a week. 

Only six cases of recurrent enterocele were 
found following vaginal hysterectomy. Five 
were successfully repaired several months 
later. I shall comment on enterocele later. 

Three cases of vesicovaginal fistula oc- 
curred. ‘Two of these were successfully re- 
paired a few months later. One involved the 
area of the left ureteral orifice and was fol- 
lowed by transplantation of the ureter into 
the sigmoid. This terminated in left neph- 
rectomy. 

A case of intestinal obstruction occurred 
when a loop of ileum was caught in the 
round ligament suture. Operation for relief 
of obstruction followed four days postopera- 
tively. This case terminated in one of the 
two mortalities listed. 

The second mortality occurred from uremia 
from bilateral blocked ureters. Severe hem- 
orrhage occurred at operation for cystocele 
and rectocele; no marked prolapse was listed 
for this patient. 

There was a time when claims for a shorter 
postoperative hospitalization with vaginal 
hysterectomy could be legitimately made. But 
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today with earlier ambulation there is little 
difference between comparable cases done by 
the abdominal or vaginal routes. 


Table 12 shows that in this series 26 per 
cent were dismissed by the eighth day, 59 
per cent by the tenth day, 81 per cent by the 
twelfth day and 91 per cent by the end of 
two weeks. Eight per cent remained in the 
hospital to be dismissed within the third 
week. 

Obviously, we can look to the complica- 
tions column for the reason for prolonged 
stay of this group. 

It is interesting to note in Table 13 that 
355 of the 519 operations were done by eight 
surgeons while 107 operations were done by 
31 surgeons. Fifty-seven were done by the 
house staffs under guidance. 


POSTOPERATIVE STAY IN HOSPITAL 


No. Pts. No. Pts. No. Pts. 
Dis- Per Dis- Per Dis- Per 
Day missed Cent Day missed Cent Day missed Cent 
5 2 15 10 21 —_ } 
6 12 24 16 2 22 2 | 
7 42 17 10 | 23 _ 
8 
8 78 26 18 7 24 _— 
9 76 19 3 25 — 
10 98 59 20 10 | 26 14 1.3 
11 66 27 1 
12 49 81 28 1 
13 35 29 — 
14 15 91 30 
31 1 
— 38 1 
473 
Taste 12 
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Distribution of Operations Among Surgeons 


No. No. 

Surgeons No. Op. Surgeons No. Op. 
One 136 Two 8 
One 50 Two 7 
One 42 Three 6 
One 37 One 5 
One 31 Two 4 
One 25 Three 3 
One 19 Three 2 
One 15 Thirteen 1 
Two 9 House Staffs 57 

519 Operations distributed between 39 men 

355 Operations done by 8 men 68 per cent 
107 Operations done by 31 men i ———— 
57 Operations done by House Staffs { - 
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In closing I wish to make some comments: 


An interesting comparative study that gives 
food for thought concerns the number of ex. 
cisions of the remaining vaginal stump fol- 
lowing previous subtotal hysterectomy. Actu- 
ally this should be included in the series of 
vaginal hysterectomies, as it is a completion 
of total hysterectomy, but we have left them 
out of our series. We found 52 of these re- 
moved vaginally and seven removed abdom- 
inally. Of the 52 there were 23 vaginal exci- 
sions for prolapse syndrome. ‘Twenty-six had 
a diagnosis of chronic cervicitis with cystocele 
or rectocele without prolapse. 


Fifteen had recent bleeding, two with cycli- 
cal bleeding from lower segment endometri- 
um left behind, one of whom had an un- 
diagnosed early invasive carcinoma of the 
cervix. 


Undoubtedly, some of these patients could 
have been saved a second bout of surgery 
had a total hysterectomy been done either 
abdominally or vaginally with or without 
pelvic repair. 

One more remark concerning enterocele is 
in order. In Table 15, 13 enteroceles were re- 
corded as having been repaired at vaginal 
hysterectomy. Twenty-five other enteroceles 
were diagnosed or 38 recorded in all. 


CERVICAL STUMP 


Excision vaginally 52 
Excision abdominally 7 
Indications for Excision 
Prolapse 23 
Chronic cervicitis with cystocele without prolapse 26 
Bleeding from cervical stump 15 


Early invasive carcinoma 1 


TABLE 14 


ENTEROCELE STUDY 

Enterocele 

Repaired along with vaginal hysterectomy 13 
Repaired along with Manchester procedure ! 
Repaired without uterine procedure by posterior 4 

colpoplasty 

Repaired along with excision of cervical stump 3 
Repaired by abdominal approach ! 
Repaired after vaginal hysterectomy 6 
Repaired after vaginoplasty without vaginal hysterectomy 7 
Noted and not repaired ; 


Taste 13 


Tasie 15 
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One was repaired along with a Manchester 
procedure for prolapse. Four were repaired 
by posterior colpoplasty. Three were repaired 
during the operation for excision of retained 
vaginal stump as in vaginal hysterectomy. 
One was repaired abdominally. Six occurred 
after vaginal hysterectomy. Seven were found 
following vaginoplastic procedures without 
vaginal hysterectomy. Three were found and 
not operated upon due to conditions contra- 
indicating surgery. 

Careful attention to posterior closure and 
to uterosacral ligament plication after exci- 
sion of an enterocele sac is necessary along 
with high or deeper perineorrhaphy, if we 
are to keep the incidence of postoperative 
enterocele to a minimum. 


The 10 per cent incidence of vaginal hys- 
terectomy in this group of 5,207 hysterecto- 
mies is low if compared to Weaver and John- 
son’s 30 per cent reported. It is higher than 
the Grace Hospital series reported by Kitz- 
miller in 1948, in which 82 per cent of his 
series of 1,689 charts showed subtotal hys- 
terectomy, 9 per cent total and only 0.9 per 
cent vaginal. Rhodes and Zeit of Cleveland 
in 1946, reported 6,017 hysterectomies with 
only 385 or 6.4 per cent vaginal. 


If I interpret the paper of Brill and Golden 
correctly, it would lead me to believe that 
they did 1,121 vaginal hysterectomies in their 
series at Mt. Sinai Hospital in Chicago, while 
“Only roughly 700 abdominal operations 
were performed under the same general rou- 
tine conditions.” I think this is surely a mis- 
print. It surely, should read 7,000 abdominal 
hysterectomies. If I am correct in assuming 
this error then their per cent of vaginal hys- 
terectomy cases would be 16 per cent which is 
the figure of one of our local voluntary hospi- 
tals, where the largest number of hysterec- 
tomies were recorded. 

It is interesting and heartening to know 
that a very few highly skilled technicians 
working in large clinics have the opportunity 
of developing a skill through daily contact 
with large volumes of patients to the end 
that they can develop a technic of vaginal 
approach that would enable them to broaden 
their indications for that technic. 


A study such as has been reported from 
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an average community indicates that the vol- 
ume of surgery is spread over an increasingly 
large number of men, most of whom in the 
near future will have been certified by some 
board as being qualified to do obstetrics and 
gynecology or general surgery. 

It is hoped that they will have been thor- 
oughly trained in both total abdominal and 
vaginal approach to hysterectomy or whatever 
pelvic surgery may be indicated. If they are 
fortunate in developing a volume of work so 
as to be able to develop and keep their skill 
at both abdominal and vaginal technic active, 
they can follow Dr. Heaney’s teaching and 
broaden their indications for vaginal ap- 
proach as is indicated by Weaver and John- 
son of Hamilton, Ontario. 

Our series shows that only a few men in 
an average community will duplicate this. 
Therefore, since the average gynecologist or 
abdominal surgeon is not going to get that 
increased experience to allow him to expand 
his indications, then, he must and will use 
the vaginal approach less often probably 
limiting it largely to the prolapse syndrome. 

If he is going to do gynecological surgery 
he should certainly learn to use vaginal hys- 
terectomy, Manchester approach and _ total 
abdominal hysterectomy. He should study 
each case carefully before determining his 
approach and then many times he will decide 
against hysterectomy in young child-bearing 
women. The following simple rules might 
guide him: 


INDICATIONS FOR VAGINAL APPROACH 


(1) Prolapse of the uterus with or without 
cystocele or rectocele where child bearing is 
no longer to be considered. 

(2) Uterine pathologic conditions which 
necessitate hysterectomy, in which malignancy 
and adnexal disease can be ruled out and 
there is mobility of the uterus with relaxed 
vaginal outlet. 

(3) The operator must have proper train- 
ing in vaginal technic and must be more than 
an occasional operator. 


CONTRA-INDICATIONS 


(1) Malignancy of the uterus, tubes or 
ovaries 
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(2) Ovarian tumors, cysts or both 


(3) Endometriosis that can be strongly 
suspected before surgery 


(4) Fibromyomata that can produce fixa- 
tion 

(5) Residue of pelvic inflammatory dis- 
ease 


(6) Any condition requiring thorough ex- 
ploration of the abdomen or pelvis 
(7) The occasional operator not trained in 
vaginal technic 
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DISCUSSION (Abstract) 


Dr. C. Gordon Johnson, New Orleans, La—The ten 
per cent incidence of vaginal approach in his series 
of 5203 hysterectomies is, as he says, quite low in 
comparison with reports from other localities. 1 have 
recently reported on 2588 hysterectomies performed 
on the Tulane Gynecological Unit at the Charity 
Hospital of Louisiana at New Orleans, during a peri- 
od from January 1946 to July 1952. There were 697 
vaginal hysterectomies in this group, which is an 
incidence of 26.9 per cent. There were two deaths 
in this vaginal group or 0.28 per cent. During the 
past two years on the same service, 62 per cent of 
the hysterectomies on white patients were done vag- 
inally with no deaths. 

Even though this paper concerns vaginal hysterec- 
tomy, I should like to say that I agree with the author 
regarding subtotal hysterectomies. I am surprised to 
find that 26 per cent of the abdominal hysterectomies 
done in Nashville are subtotal. At Tulane we do not 
believe that any subtotal procedures should be done. 
During the past two years on our service at Charity 
Hospital only 2 subtotals were performed in a group 
of 362 abdominal hysterectomies. 

During the past ten years in private practice I have 
performed 439 hysterectomies. In this group there 
were 162 vaginal hysterectomies, which is an incidence 
of 38 per cent. During the past two years this per- 
centage has been increased to 50. Of the 269 abdom- 
inal operations, 261 or 97.1 per cent were total and 8 
or 2.9 per cent were supra-vaginal. There were no 
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deaths in this group of 439 hysterectomies. Dr. Mc- 
Murray’s series shows a mortality rate of 0.38 per 
cent which is quite good. 

The indications for surgery of this type, as given 
in his report, have been carefully considered and con- 
form to those generally accepted. Seventy per cent 
of the patients in Dr. McMurray’s series complained of 
abnormal bleeding or symptoms referable to a pro. 
lapse syndrome. 

Dr. McMurray has reported that 430 patients or 
82 per cent of the 519 cases had some degree of uterine 
descensus and of these 299 or 57 per cent had uterine 
prolapse to the vaginal outlet or beyond. He also 
said that 60 per cent of the group were post-meno- 
pausal at which period prolapse is usually the factor 
that determines the route to be taken. It is in the 
group not having this degree of prolapse that his 
percentage of vaginal procedures can very definitely 
be increased without any change in the morbidity 
or mortality. 

I do not believe that prolapse of the uterus is obli- 
gatory for the safe performance of vaginal hysterec- 
tomy. Using the technic in which the utero-sacral 
and cardinal ligaments are first severed from their 
attachment to the uterus, is all that is usually needed 
to bring this organ well down into the vaginal canal. 

The pathologic diagnoses given in this report are 
in agreement with those commonly found in other 
series. It is interesting and quite important to note 
that six cases of malignancy were found, only one of 
which was diagnosed or even suspected preoperatively. 
This finding again emphasizes the importance of 
diagnostic curettage or cervical biopsies in all in- 
stances of abnormal uterine bleeding, particularly in 
the age group near the menopause. This is true even 
in the presence of known pelvic disease that is thought 
to be benign. 

Dr. McMurray has reported a morbidity incidence 
of 18 per cent, which certainly calls for comment. 
The morbidity among vaginal hysterectomies on the 
Tulane Gynecological Unit at Charity Hospital in 
New Orleans is usually about 30 to 40 per cent. 
This may be explained by the fact that the majority 
of patients have anterior colporrhaphy in addition to 
hysterectomy. In my private series the morbidity 
among the vaginal group was 25 per cent. I should 
like to ask Dr. McMurray the percentage of vaginal 
repairs that were done in conjunction with hysterec- 
tomy in his series. Are his patients given routine 
antibiotics prophylactically? 


Dr. Waverly R. Payne, Newport News, Va—I am 
very enthusiastic about the procedure Dr. McMurray 
advocates. Prolapse of the uterus, in our experience, 
is not necessary to the successful accomplishment of 
vaginal hysterectomy. As pointed out by Dr. Johnson, 
as soon as one is able to cut the utero-sacral ligaments, 
prolapse of the uterus is immediately accomplished. 
Retroversion of the uterus is definitely helpful. The 
importance of opening the cul-de-sac for thorough €x- 
ploration of the pelvis before proceeding with the 
hysterectomy should be emphasized. 

I would like to say a word about the preoperative 
preparation of these patients. Many types of preopet 
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ative preparations have been tried. We think that 
our morbidity has been reduced by the use of a com- 
bination of penicillin and bacitracin suppositories. 
We have used estrogens which seemed to be beneficial 
in patients with marked atrophy of the vaginal mu- 
cosa. I think it is important to trim the ligaments as 
closely as possible so that very little ligated tissue is 
left to slough away. Leaving the vaginal cuff open 
sufficiently for drainage seems to reduce the mor- 
bidity. We have not used antibiotics postoperatively 
except upon definite indications. 


Dr. Joseph M. Friedman, Washington, D. C.—Dr. 
McMurray said that in 40 per cent of his cases there 
was an indication for vaginal hysterectomy because 
of bleeding. I should like to ask whether diagnostic 
curettage was done before the hysterectomy in these 
cases. 


Dr. McMurray (closing)—Dr. Johnson is, of course, 
correct when he quotes a 26 per cent incidence of 
vaginal hysterectomy in the Tulane University group 
of hysterectomies. That fits in with the incidence 
over the country in well trained groups who are con- 
scious of the value of vaginal approach for hysterec- 
tomy. 

I also agree with Dr. Brown that these statistics 
seem to indicate that we short-changed the resident 
group. We are making every effort to bring before 
our resident group and younger surgical group the 
values of vaginal hysterectomy along with other vag- 
inal procedures. It is our responsibility to get the 
proper technics in their hands. 

In the Vanderbilt University Group the incidence 
approximates that of Tulane; in fact, it is 28 per cent. 

But when you take the community as a whole (and 
in this section we are talking to those who do repre- 
sent the cross-section of men who are doing the gyne- 
cological surgery in the South) there is undoubtedly 
a failure of the use of vaginal hysterectomy. 

In this whole group diagnostic dilatation and curet- 
tage were not done routinely by some men. This 
is still a failure that is brought out by this cross- 
section study. We are trying to get our men to do 
better work as we go along, and routine diagnostic 
dilatation and curettage are procedures that we have 
been hammering on. 

The diagnosis should be made definitely before a 
definite operation is offered. 


This report presents the three cases of malignancy 
that were overlooked. They were not overlooked by 
the more careful men. But when you take a commu- 
nity as a whole with all of the work shown in cross- 
section, carelessness may appear occasionally. 

We must avoid this as much as possible in our com- 
munities. A properly working staff tissue committee 
can do much to improve diagnostic procedures and 
elevate the quality of surgery done in any hospital. 

We have instituted a teaching program at Meharry 
to try to teach the resident group the value of in- 
creased use of vaginal hysterectomy. 

There are many things that could be brought out 
by this study that time does not permit. The item of 
carcinoma in the retained cervix is an interesting 
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one. In the six-year period studied we had twenty- 
seven cases of carcinoma of the retained cervix in sub- 
total hysterectomy cases. Many of these patients were 
referred in from a radius of one hundred fifty miles. 


Twenty-six per cent subtotal hysterectomy is true 
of the cross-section study. It does not represent the 
work done by the better trained and more experi- 
enced men. With those who did the majority of the 
work, the percentage drops down to one or less. We 
are still hammering away on the educational program 
and we have reached the point in our educational pro- 
gram of the younger group that a subtotal hysterec- 
tomy is a rarity. 


MODIFIED SUPRAPUBIC 
PROSTATECTOMY* 


By Epwin W. Brown, M.D. 
West Palm Beach, Florida 


In this presentation today I am claiming 
nothing original, nothing new and nothing 
startling. The technic of prostatectomy which 
is being presented in the movie today depicts 
a combination of the suprapubic and retro- 
pubic approach to enucleation of the pros- 
tatic adenoma. The technic is used by many. 
It has been used and discarded by some. “It 
does have merit. This approach was first 
orally described to me by Dr. Arthur Roth of 
Cleveland, Ohio, and later by Dr. Horace D. 
Atkinson, who had trained at Lawson Gen- 
eral Hospital in Atlanta, Georgia. This ap- 
proach was being commonly used there with 
one slight variation. 


In summarizing a group of cases one is not 
aware of several factors prior to the time they 
are actually listed, and in conversing one is 
quite liable to exaggerate in one way or an- 
other because he has not actually seen all of 
the cases in a single compilation. For in- 
stance, I did not know what the average blood 
replacement requirement was until the aver- 
age was drawn up, nor did I know the num- 
ber of patients that I operated upon for 
benign adenoma, in whom carcinoma was 
reported by the pathologists, nor the actual 
operating time per case required for a given 
technic. Before this summary, if one had 
asked me for my guessing statistics on this 
method of prostatectomy, I should probably 
have said the average blood replacement re- 


*Read in Section on Urology, Southern Medical Association, 
Forty-Sixth Annual Meeting, Miami, Florida, November 10-13, 
1952. 
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quirement was 500 cc. per patient and the 
average operating time was approximately an 
hour and that I had probably carried out 
forty such cases. 

The true statistics are as follows: 


First, the average age of the patient oper- 
ated upon was 71. The average blood pres- 
sure was 144/82. The average hemoglobin 
was 84 mg. The average blood replacement 
was 940 cc. The average weight of the 
adenoma enucleated was 55 grams. The aver- 
age operating time per case was | hour and 
30 minutes. The average number of days post- 
operatively spent by the patient in the hos- 
pital was 10. 

Eighteen per cent of patients demonstrated 
carcinoma microscopically, and 27 per cent 
had bladder calculi present at the time of the 
surgery. The mortality rate was 3.7 per cent. 
The patient who died had a postoperative 
hemorrhage, which was controlled first by 
coagulation with the resectoscope; bleeding 
recurred and a cystostomy was carried out, 
packing the prostatic fossa, and then a mas- 
sive gastric hemorrhage occurred. He died on 
the fourth postoperative day and at post- 
mortem examination no explanation could 
be found for his demise. 

It is also interesting to note that some of 
the healthiest looking candidates developed 
with some of the more troublesome compli- 
cations. For instance, the patient who died 
was only 64; his blood pressure 140/90; his 
hemoglobin not abnormally low and the pros- 
tate weight was only 21 grams. Another was 
the youngest operated upon in the group at 
58, with blood pressure 110/70; preoperative 
hemoglobin 100 grams and blood replace- 
ment 1500 cc. The weight of the prostate was 
23 grams. 

Now, I am going to leave the statistics and 
proceed with the operative technic. 

No special instruments are required for 
this operation. Routine instruments that are 
used in any laparotomy are used here. The 
ordinary Balfour, the ordinary needle hold- 
ers, hemostats, Allis clamps and dissecting 
scissors, etc. The classical midline suprapubic 
incision is made, the rectus fascia incised 
longitudinally and the recti separated. The 
space of Retzius is entered and the peri- 
prostatic tissues are reflected by sponge dis- 
section. Any large veins anteriorly are con- 
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trolled with suture ligatures. A_ longitu. 
dinal incision is then made directly through 
the prostatic capsule and the bladder neck. 
A Richardson retractor is used in the blad- 
der at this point to expose the protruding 
prostatic adenomata. By sharp dissection with 
the scissors the cleavage plane is obtained and 
the dissection is continued digitally, as in the 
simple suprapubic enucleation. When the 
apex of the adenoma is reached the urethra is 
severed with the scissors. The adenoma is 
lifted from the prostatic bed with the final 
dissection being carried out with the scissors. 
A sponge is temporarily placed in the pros- 
tatic fossa and the bladder neck is trimmed 
by sharp dissection. A wedge of tissue is taken 
from the midline inferiorly and the bladder 
neck is then sutured with 0-chromic catgut. 
The sponge is removed from the prostatic 
fossa and the fossa is inspected for further 
bleeding. 

Quite frequently bleeding points are lo- 
cated deeper within the prostatic fossa, espe- 
cially along the lateral walls. Two patients in 
whom I had had considerable difficulty with 
postoperative bleeding had their bleeding 
near the apex from the anterior wall. A 
Foley catheter No. 22 French is then inserted. 
Gelfoam® is placed in the prostatic fossa and 
the incision through the prostatic capsule and 
bladder is closed with a continuous 0-chromic 
catgut suture. The catheter bag is inflated, 
the bladder is irrigated and any leaking points 
in the incision are closed. With final closure 
of the wound the catheter is then again irri- 
gated and if the return is very dark irrigations 
are continued, usually at hourly intervals, only 
to maintain a bladder free of clotted blood. 
If the irrigation return is clear, no subsequent 
irrigations are used. 


The patient is put on one of the anti- 
biotics or chemotherapeutic agents, prefer- 
ably gantrisin® or terramycin. 
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DISCUSSION (Abstract) 


Dr. W. E. Kittredge, New Orleans, La.—Inasmuch 
as I mentioned earlier vertical incisions of the bladder 
and urethra in children, I thought I might be entitled 
to comment on the vertical incision in adults. I will 
simply say that we are afraid of it because of the 
chance of a tear down through the external sphincter 
during the enucleation. I have seen it happen so I 
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know it can happen, and we don’t use that incision 
in adults. 

You all know that even with the transverse incision 
you can get a tear more lateral than you want it 
to be and yet make the closure with no difficulty 
except a little more bleeding than usual but at least 
you have protected the sphincter, since the direction 
of the incision in the capsule is lateral and not verti- 
cal. Of course you know, too, that the size of your 
original incision in the prostatic capsule is often a 
great help in preventing these tears. In other words, 
the bigger you make the original incision the easier 
the procedure will be unless you get an additional 
tear while the enucleation is going on. 


Dr. Sam L. Raines, Memphis, Tenn.—May I say one 
other thing, too? There is a difference of opinion, 
always is, and I hope my remarks don’t seem critical, 
and indeed they are not, but almost every time that 
I have put absorbable gauze in these cavities I have 
had a longer drainage period and have had trouble. 
I have done it once or twice when I had so much 
bleeding I almost had to put it in. In the usual 
case where there is not much bleeding, as in this 
case, and as in most of them, and the catheter will 
control it, I can’t help but believe it is better and 
you will have a little less postoperative difficulty if 
you do not use the foreign body of gauze. 


BLADDER NECK OBSTRUCTION IN 
FEMALES* 


By W. A. Van Nortwick, M.D. 
Rosert B. McIver, M.D. 
and 
Rosert J. Brown, M.D. 
Jacksonville, Florida 


The current literature contains only an oc- 
casional report of lesions of the posterior 
urethra in females but these reports have 
been increasing during recent years. We be- 
lieve that most urologists encounter numer- 
ous cases and know that obstruction of the 
posterior urethra or bladder neck are not un- 
common in females. However, we believe 
many cases are going undiagnosed and are 
being treated for other diseases over a long 
period of time before the true condition is 
recognized. We also believe that many of 
these cases can and should be treated by re- 
section of the obstructing tissue. 


*Read in Section on Urology, Southern Medical Association, 
Resey-Sixth Annual Meeting, Miami, Florida, November 10-13, 
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Symptoms and Etiology—The symptoms of 
vesicle neck obstruction, as well as other com- 
mon diseases of the urethra, may be fre- 
quency, and urgency with burning and pain 
on voiding, pain referred to the groin and 
lower abdomen, to the sacral regions and 
flanks, or to the rectum and thighs. With 
these symptoms, or with one or any combina- 
tion of these symptoms, the diagnostic effort 
and treatment may be misdirected because 
the urinalysis may be normal. 


Studies reported in the recent past revealed 
the urethra to be responsible for frequency 
in 690 cases out of 1000 women patients 
studied by one author! and in another? 650 
cases the urethra was totally responsible in 
123 and partially in 501 cases. The import- 
ance of the diseases of the bladder neck in 
children, both male and female, has been 
stressed in a recent article.? 


Not only is it important to remember the 
urethra as a possible source of the symptoms 
named because of the discomfort, and the pos- 
sible missed diagnosis and mis-treatment but 
also because the frequent resulting back pres- 
sure? will have an effect upon the upper 
urinary tract. The early recognition and cor- 
rection of such diseases of the urethra in- 
creases the chance of complete cure of the 
urethral disease as well as protection for the 
upper urinary tract. 

The female bladder neck is usually in- 
volved in the most common urethral diseases, 
such as acute and chronic urethritis, caruncle, 
stricture, polyps, cysts, prolapse of the mu- 
cosa, and diverticulum. An infant female 
may have most of these, as well as congenital 
narrowing of the bladder neck due to contrac- 
tion, hypertrophy or valve. 


The female urethra is situated in such a 
position and of such short length that the 
bladder neck is exposed to contamination 
traveling up the urethra from soiled diapers 
and sitting on dirty floors in infancy, and in 
later life it is subjected to the trauma of 
normal functions of the generative organs, 
secretions of the cervix and vagina which 
normally contain pathogenic organisms and 
contamination from the rectum. 

Infection of the posterior urethral and 
bladder neck mucosa and glands* may lead to 
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induration, thickening, hypertrophy and 
hence to bladder neck obstruction. 

Diagnosis.—Diagnosis of bladder neck ob- 
struction is made on the taking of an accurate 
history and careful study of the entire urinary 
tract, including urethroscopy, cystoscopy and 
pyelography. Other diagnostic aids such as 
residual urine, which may or may not be 
present, cystogram, and urethrogram are help- 
ful but can not replace careful study by cysto- 
urethroscopy and in most instances are not 
necessary for an accurate diagnosis. 


In infants and children the examination is 
made with the patient under general anes- 
thesia. In adults topical anesthesia is usually 
adequate. The urethra usually requires di- 
latation before attempting to pass the scope, 
in all ages. In children, fulguration or resec- 
tion is performed at the time of the examina- 
tion, if necessary and if agreeable with the 
parents. In the adult female the same is 
true if the examination is done under general 
anesthesia. 

In the female bladder with bladder neck 
obstruction the findings may range from a 
normal looking mucosa to extreme injection, 
granulation, trabeculations, and edema. The 
bladder neck is contracted and rises sharply 
from the level of the bladder wall. There 
may be all degrees of injection, granulation, 
polyps, papillomatous type growths, and 
edema of the internal meatus. The thickened 
mucosa may bulge into the bladder and have 
the same appearance as prolapse of the ure- 
thral mucosa at the external meatus or as 
a caruncle. The findings do not always 
correlate well with the symptoms. 


Treatment.—In all cases treated by resec- 
tions or fulguration, treatment by dilatation 
or other local methods is carried out prior 
to operation except in those cases where en- 
croachment of hypertrophied tissue found 
during the initial examination is of such a 
degree that it obviously needs removing. 

The tissue removed by the resectoscope is 
only that seen while the scope rests without 
downward pressure or pressure applied in any 
direction and the long axis of the scope is in 
line with the long axis of the urethra. Should 
a very definite band or ridge remain after 
this tissue is removed, the attempt to release 
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this band is then directed more in the anter. 
ior and lateral directions than the posterior 
due to the very thin layer of tissue between 
the vagina and bladder neck. When this 
band is adequately released the bladder neck 
immediately assumes a more normal position 
in relation to the bladder wall. Any adjacent 
inflammatory tissue in the bladder or urethra 
that is or is not obstructing is thoroughly 
fulgurated. Caruncles or prolapse of the mu- 
cosa at the external meatus is then treated 
by electro-dissection and fulguration. An in- 
dwelling catheter is placed for continuous 
drainage for a period of from 12 to 48 hours. 

Infection, when present, is treated by the 
drug of choice as determined by culture and 
sensitivity tests. 


The follow-up care in the office is import- 
ant to control the frequent infection present 
and also to attempt to prevent the formation 
or recurrence of stricture at the site of the 
operation. Also a secondary resection or ful- 
guration may be necessary and should be 
considered a possibility in every case until 
the patient is completely relieved of the 
disease. 

Clinical Material—The clinical material 
presented consists of 121 cases that received 
resection or fulguration of the bladder neck. 
The patients range in age from 8 months to 
87 years and more than half of these are in 
the age group from 40 to 70 years. 

The presenting subjective and objective 
symptoms tabulated showed that disturbance 
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in voiding was the greatest single symptom. 
Pyuria, abdominal pain and back pain are 
the three most important symptoms in the 
order listed (Table 2). 

During the course of treatment, some pa- 
tients received other surgical operations on 
the urinary tract. Some of these were prob- 
ably due to the bladder neck disease. 

Table 3 shows all surgical procedures done 
during the period in which the patient was 
being treated for the bladder neck condition. 


The postoperative care as mentioned varies 
greatly as to the time element. Table 4 shows 
the length of time the patient was actively 
treated. 


SYMPTOMS AND SIGNS 


(1) Frequency, dysuria, pain and burning................ 99 
(3) Hematuria (blood)................. 15 

(8) Persistent fistula (suprapubic) with 

TABLE 2 


TREATMENT 


(1) Fulguration and/or resection 


(2) Upper urinary tract operation 
(Nephrostomy, nephrectomy, ureterectomy, 
(3) Fulguration papilloma of bladder..................... 1 
1 
PATHOLOGICAL REPORT 
(Inflammatory) granulation tissue.................... ee 
Hypertrophy 
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TABLE 3 


LENGTH OF ACTIVE POSTOPERATIVE TREATMENT 


RESULTS 

(2) Improved and still under Rx............ ‘ Sy 42 
(3) Developed (1) papillomata of bladder. 

1 
(6) Continues recurrent attacks 

of pyuria, and/or chills and 

(7) Continues pain, burning, 

(8) Continues pain in abdomen, 

MISCELLANEOUS DATA 

(1) Hydronephrosis, hydroureter.................. 
(2) Pyelitis, pyelonephritis, etc................... 
(3) Previous radium or x-ray therapy......... 
(4) Previous resection of caruncle................ 


Tasie 4 


SUMMARY AND CONCLUSION 


A group of females are presented who 
have been treated by resection or fulguration 
of the bladder neck. The studies show: 


(1) Females of all ages are affected. 

(2) The diagnosis is made chiefly by care- 
ful examination by cysto-urethroscopy. 

(3) The symptoms are extremely variable 
and not well correlated with the findings. 


(4) The procedure is not without danger. 
It is better to do too little and repeat it later 
than do too much. 


(5) The postoperative care is important for 
the best results. 


(6) The need for repeated resections is 
greater than the figure indicates. 
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DISCUSSION (Abstract) 


Dr. W. E. Kittredge, New Orleans, La—I wish to 
mention two points which have greatly stimulated 
our interest in this subject. One is the uniformly 
satisfactory results which we have obtained from 
transurethral resection of the bladder neck in females 
who have urinary retention due to neurogenic vesical 
disturbances. We have had no single failure in this 
group although occasionally multiple transurethral re- 
sections have been necessary, in some instances remov- 
ing a seemingly insignificant amount of additional tis- 
sue at the later sitting and yet getting the desired re- 
sults. We have had no postoperative incontinence but 
have occasionally encountered a spastic bladder post- 
operatively which will cause extreme urgency almost 
amounting to incontinence. The second point concerns 
the very good results achieved in children in recent 
years by the use of a modified retropubic approach to 
the bladder, bladder neck and the urethra. This 
allows an excellent exposure permitting complete 
removal of all obstructive pathology found in these 
areas. Here again we have had no failures and no 
postoperative incontinence, nor has there been any 
operative mortality. 


In the past ten years we have treated 53 cases of 
this condition, whose age range was from one year 
to 83 years. Forty cases presented a contrac- 
tyre of the vesical neck, the remaining 13 were 
classified as neurogenic bladders of various cause. 
Half or 27 cases had a normal upper urinary tract 
by x-ray and the other half showed some degree of 
dilatation and loss of renal function. Urinary infec- 
tion was present in 41 cases. Forty-two cases were 
submitted to transurethral resection. Of these, 10 
required multiple resections, 9 being resected twice 
and one a third time. Twelve cases, all children, were 
subjected to retropubic revision of the bladder neck. 
The results from transurethral resection were good 
in 40 cases and poor in 8. The poor results 
include either continued presence of some residual 
urine or infection or both. There was no mortality. 
Of the 12 retropubic cases, 10 were classified as good 
results and 2 as poor, with no mortality. 


Dr. Ray M. Bobbitt, Huntington, W. Va—Some 
thirty-five years ago we put in special separate female 
reception and male reception rooms because we had 
so many cases of venereal disease and gonorrhea we 
could not mix them. We saw thirty-five or forty a 
day. Now our offices are filled with women who have 
painful bladders, and I am tremendously interested 
in the subject. 


I do quite a bit of surgery upon female urethras. 
I am still afraid of incontinence. 

I was talking to a patient about examination a few 
days ago and she said, “I just heard a woman in the 
next room say she had been coming to see you for 
six years and while she was better, she was still com- 
ing back to see you.” I knew I had missed something 
somewhere. 


One of my new nurses came to Dr. Harwood and 
said, “I wonder whether we could be taught to do 
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these bladder and sound things without bothering you 
doctors.” That was kind of unpleasant. 

Whether you have obstruction or not, infected peri- 
urethral glands can cause bladder infection. Perhaps 
we all agree to that. We see them when they are 
about ready to pop. They may be treated and cleared 
of infection. In one or two cases I could see that 
infected periurethral glands which were sealed off 
glands had ruptured and reinfected the bladder. How 
many of us have dilated the urethra, found the urine 
perfectly clear, and observed the patient to return in 
a few days with infection? It simply means we 
have broken an infected periurethral gland or carried 
it in some other way in trying to take care of it. 

Drs. Ballinger and Harold McDonald taught me 
one thing in the treatment of strictures, which I think 
has helped me very much in handling these women. 
After they are catheterized and the silver salt or other 
antiseptic has been injected and dilatation or other 
treatment completed, I just turn it over to my nurse 
to hold in place for five minutes. I leave the sound 
for five minutes in the urethra, to get thorough dila- 
tation. 

Perhaps interruption of the nerve supply in women 
who have frequency and pain and pressure may be 
worth while. 


Dr. Charles Rieser, Atlanta, Ga.—I believe the con- 
ditions in the bladder neck in the female are sec- 
ondary. They come about as a result of long standing 
low grade infection of the periurethral ducts which 
are situated just within the external meatus. They are 
very difficult to find. For the past three years I have 
been carefully searching within the external meatus 
of all women who have four to six white cells in the 
urine. These same patients usually have hypertrophic 
formations at the internal sphincter. If your inspec- 
tion is careful enough with a good light and a urethral 
speculum, you may find tiny duct orifices just within 
the meatus. Upon inserting a small probe often a 
small drop of pus will exude. They can be located 
anywhere within the meatus as at 12:00 o'clock, 3:00 
o'clock, 4:00 o'clock. This infection of the periurethral 
ducts causes a low grade chronic granular condition 
that extends up along the urethra to the internal 
sphincter. Over a period of time, years perhaps, 
there .occurs contraction of the bladder neck with 
hypertrophy of infected tissue of the internal sphinc- 
ter. You may be surprised at the number of these 
little ducts which you will locate. They are very ¢as) 
to cure. By using a fine, blunt tip iridectomy scis- 
sors the roof is opened toward the urethra. This 
can be done in the office with procaine anesthesia. 
The hypertrophic, inflamed bladder neck will then 
spontaneously recede even without the use of anti- 
biotics. If contraction has already occurred and causes 
obstruction then resection will have to be performed. 
I suggest that you get a really efficient spot light and 
look carefully at the periurethral ducts. 
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PROGRAM OF TUBERCULOSIS 
CONTROL IN RECENT YEARS* 


By C. M. Suarp, M. D.t 
Jacksonville, Florida 


The advances which have occurred in the 
field of medicine during the past decade have 
a tendency to obscure the serious public 
health problem of tuberculosis which still ex- 
ists in our midst. 


In the past five years there has been an in- 
crease in unfounded loose talk respecting the 
position of pulmonary tuberculosis as a pub- 
lic health problem. The steady decrease in 
tuberculosis death rates in all states has been 
one of the chief causes of misleading state- 
ments by uninformed persons. Death rates 
at no time have completely defined the tu- 
berculosis problem. Since the development 
and application of modern case finding de- 
vices many thousands of previously unde- 
tected cases of significant pulmonary tuber- 
culosis have been discovered. This experience 
is never reflected by death rates. 


Unfortunately, the loose talk is emanating 
not only from irresponsible and ill informed 
persons, but also from practitioners and teach- 
ers of public health and clinical medicine 
who have never taken the trouble to analyze 
the facts. Extraordinary advances in the 
treatment of all forms of tuberculosis in the 
past ten years make it more necessary than 
ever that the public health profession, and 
the practicing medical profession make every 
effort to inform themselves about the prob- 
lems relating to the public health and clini- 
cal aspects of the detection, prevention and 
treatment of tuberculosis. This should include 
rehabilitation and the socio-economic prob- 
lems which must be faced by every family in 
which a case of tuberculosis is found. Schools 
of public health should devote more time to 
the study of tuberculosis rather than less time. 
As far as the medical schools are concerned, 
there has been no time in the last fifty years 
when there has been a greater need for teach- 
ing in connection with tuberculosis than the 
present when many physicians are undertak- 


_ “Read in Section on Public Health, Southern Medical Asso- 
ciation, Forty-Sixth Annual Meeting, Miami, Florida, Novem- 
ber 10-13, 1952. 

tDirector, Bureau of Tuberculosis Control, Florida State 
Board of Health, Jacksonville, Florida. 
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ing to treat a disease about which they know 
little with drugs which they understand still 
less. Thus tuberculosis represents an ever 
present challenge to the medical and public 
health schools which train our physicians. 
Forget for a moment the reduction in the 
tuberculosis mortality and consider the ex- 
isting significance of this disease as a public 
health problem. ‘Tuberculosis remains the 
most significant chronic fatal disease to be 
caused by a microorganism (Graph 1). The 
mortality rate for tuberculosis is higher than 
that for any other infectious disease. It causes 
more deaths among young adults than all 
other diseases combined (Table 1), and tuber- 
culosis is an infection readily subject to pre- 
vention and control by public health methods. 
We are accustomed to seeing heart disease 
listed as the principal cause of death, and all 
forms of heart disease are listed in one mass 
grouping with a resulting tremendous mor- 
tality rate. Heart disease is not a single dis- 
ease but a multiplicity of disease entities 
including the large group of arteriosclerotic 
heart disease of the aged, rheumatic heart 
disease of young, hypertensive heart disease 
of middle age, congenital heart disease of 
infancy, infectious bacterial endocarditis, and 
so on. All of these are included in one heter- 
ogenous group and the combined mortality 
is compared with tuberculosis (Graph 2). 
Cancer is also listed as an important cause 
of death, but most cancer also is in the older 
age groups. As does heart disease, this ac- 
companies the degenerative changes of old 
age. We must expect the morbidity and mor- 
tality from these diseases to increase as our 
public health procedures advance the life 
span of man. We are, therefore, justified in 
asking what preventive medical procedure 
we can use to reduce these diseases associated 
with degenerative changes of age. 
But tuberculosis is a definitely established 
public health problem with recognized con- 
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PROPORTIONATE MORTALITY 
OF INFECTIOUS DISEASE 
FLORIDA,I950 
TUBERCULOSIS 
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trol procedures. If these were properly uti- "°° 
lized there should be a rapid improvement 


in the situation. For too little attention is pom 


given to tuberculosis in view of its high im- 
portance as a preventable disease. 

If mortality tables were arranged according 
to the preventability of disease we should be 


alarmed at our tuberculosis mortality rates. ™ 


If tuberculosis were listed according to age 


groups affected, to years of potential life lost, Geo}. 


to cost in dollars, or to sorrow, hardship, frus- 
tration and degradation caused, then we 
should be less complacent and our efforts to 
control the disease would certainly be in- 
tensified. 

It is believed that we have in our present 
procedures the knowledge necessary to bring 
about the control of tuberculosis, and were it 
utilized fully we should see the end of this 
disease as a significant public health problem 
in the lifetime of many of us. These proce- 
dures consist of: (1) finding as many of the 
cases in the population as possible; (2) per- 
suading the individuals to accept medical 
care and to remain for the duration of treat- 
ment; (3) assuring that physicians have suf- 
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ficient medical and surgical skill to treat the 
disease effectively; (4) protecting the family 
against economic distress; (5) restoring the 
patient to gainful livelihood; (6) protecting 
the general public from unjustified exposure 
to infection. 


Since tuberculosis is an infectious disease 
it seems axiomatic that in any tuberculosis 
control program the first step must invariably 
be the detection of the infectious case. This 
not only brings the sick person to treatment, 
but also protects the family contacts and the 
community at large by bringing to light the 
sources of infection. Tuberculosis is an in- 
sidious disease, and symptoms are usually 
absent in its early stages. The x-ray, which 
in the large majority of cases reveals evidence 
of the disease in the early stages, is the most 
important single procedure for both screen- 
ing and presumptive diagnosis available. An- 
nual x-ray surveys of the general population 
and more frequent examination of particu- 
larly susceptible or exposed groups is very 
fruitful. The latter includes contacts, partic- 
ularly adolescent females; those groups in in- 
timate contact with very infectious individ- 
uals as nurses, medical students and _physi- 
cians; miners exposed to various mineral 
dusts, particularly silica; and congested low 
income population groups where the inci- 
dence of the disease is unusually high. 

In recent years, since World War II, rap- 
idly acting and economically operating equip- 
ment for mass chest x-ray surveys of large 
groups of persons has made it feasible to per- 


_ form x-ray examinations of the entire popu- 


lation of a community or state. With the 
miniature roll film equipment it is possible 
to take very satisfactory miniature photo- 
graphs of the fluoroscopic image at a very 
rapid rate. As many as 150 fluorograms can 
be made in an hour with one of these mobile 
xray units. The routine use of this equip- 
ment in the admitting rooms of general hos- 
pitals has revealed an incidence of tubercu- 
losis three times that found in community 
wide x-ray surveys, and this practice gives 
additional protection to hospital personnel. 
The routine x-ray examination of teachers, 
food handlers and domestics is becoming 


more and more an accepted public health - 


practice. 


In Florida, since 1946, we have examined 
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2,024,250 people by photofluorographic meth- 
ods through 1951 and have brought to light 
23,274 suspicious cases, which when followed 
up by clinical and laboratory studies as well 
as 14 x 17 inch x-rays have resulted in the 
diagnosis of 7,489 significant cases of tuber- 
culosis. 

It should be emphasized that we do not 
consider the x-ray in itself sufficient diag- 
nostic evidence. A diagnosis of active tuber- 
culosis can be made only after a careful his- 
tory and laboratory studies. Culture proce- 
dures, which are used routinely in Florida on 
all specimens examined, have increased the 
proportion of positive findings for M. tuber- 
culosis by 80 per cent, as compared with find- 
ings by smear alone. After six negative 
cultures of authentic specimens of sputum or 
the fasting gastric contents, regardless of the 
x-ray findings, we should begin to question 
the diagnosis, particularly if symptoms are 
present, since tuberculosis can simulate 
many different diseases by x-ray. 


Of course, after the diagnosis is made it 
is necessary to have adequate facilities where 
modern antibiotics and surgical treatment 
can quickly render the patient non-infectious, 
or at least remove him from contact with 
those susceptible to the infection. It is in- 
deed shortsighted not to have sufficient beds 
for these active cases. An intensive case find- 
ing program is practically useless without 
adequate facilities to care for the infectious 
cases. 


The number of beds needed is a debated 
question. The National Tuberculosis Asso- 
ciation suggests two and one-half beds for 
each death from tuberculosis, but the think- 
ing of most is that we should have a bed 
available for every active case needing treat- 
ment. In Florida we have three and one-half 
beds for each death from tuberculosis, but 
there are still over 1,000 known active cases 
with positive sputum which are not hospital- 
ized. With the demonstration of many cases by 
community wide surveys that have been con- 
ducted in recent years, there has been happily 
a willingness on the part of the legislature in 
this state to provide an adequate number of 
beds. 


The development of surgery for tubercu- 
losis during the past five or six years has 
been nothing short of phenomenal. With 
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the use of streptomycin and para-aminosali- 
cylic acid, patients who five years ago would 
have had little chance for recovery are im- 
proved sufficiently to enable the surgeons 
with their marvelous new technics to remove 
lobes, segments or wedges of lungs contain- 
ing the nucleus of the disease process, not 
only rendering patients non-infectious, but 
removing to a large extent the focus of in- 
fection and thereby the ever present dread 
of tuberculosis patients that their disease will 
undergo a relapse. 

BCG has been used extensively in many 
of the European countries and in Japan and 
South America in recent years. It is a vac- 
cine and is prepared from living attenuated 
bovine tubercle bacilli, which have become 
less virulent through numerous transplanta- 
tions on culture media. It is generally agreed 
that this vaccine is safe but the immunity 
produced by it is only partial and transient. 
We feel that more evidence of its effectiveness 
is needed. Its recommended use is confined 
to selected susceptible groups of individuals 
whose tuberculin test is negative and who are 
unavoidably exposed to tuberculosis, or larger 
population groups in which the incidence is 
extremely high. This includes such persons 
as children of tuberculous parents, student 
nurses and medical students. That it does 
give some degree of immunity has been well 
demonstrated by Aaronson in his studies of 
the North American Indians, where seven 
controls developed tuberculosis to each one 
vaccinated patient, or a ratio of 7:1. 

Recently a new drug, iso-nicotinic acid 
hydrazide, created quite a sensation as a re- 
sult of premature and unfortunate newspaper 
and magazine publicity asserting marvelous 
curative powers. Reports of preliminary 
studies plus the extravagant statements made 
in the lay press touched off a blaze of popular 
enthusiasm. One finds it hard to forget pic- 
tures in a very popular magazine showing 
tuberculosis wards with no one in bed except 
. one old lady crippled with arthritis. Despite 
long lists of patients waiting to get into the 
hospitals in this country, presumably respon- 
sible officials gave serious consideration to 
reducing facilities for treatment of tubercu- 
losis. Even Congress encouraged by reports 
of success of the new drug cut $313,000 from 
funds for tuberculosis control provided to the 
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U. S. Public Health Service for distribution 
to the states. It may be years before a com- 
plete evaluation can be made of the role of 
this drug in the chemotherapy of tuberculosis. 
With our present knowledge isoniazid is 
rated below streptomycin and PAS in tuber. 
culosis therapy. 

Steenken? reports the rapid development 
of bacterial resistance as early as 26 days after 
the start of treatment with isoniazid. In one 
test two-thirds of the group of tuberculosis 
patients treated with this drug developed bac- 
terial resistance within 11 weeks, and then 
the bacterial count in the sputum became as 
high or higher than before treatment was 
started. A characteristic of the drug is to 
create a feeling of well being and thus pro- 
duce symptoms of improvement even though 
patients may be undergoing a relapse; thus 
it simulates the effect of ACTH and corti- 
sone. It has recently been reported that pre- 
sumably hopeless mental cases have shown 
marked improvement in their psychiatric con- 
dition as a result of treatment of associated 
tuberculosis with isoniazid. 

This is a new and promising drug, and it is 
felt that this new chemical represents prog- 
ress. Further data concerning dosage, tox- 
icity and relapse rates are needed. A study 
of its use in combination with streptomycin 
and PAS are promising; it may delay the de- 
velopment of resistance. However, the mil- 
lennium is not yet at hand when a patient 
can be cured of his tuberculosis by “swallow- 
ing a few pills a day.” As a result of the bac- 
teriological and pathological nature of the 
disease, it is very unlikely that any drug will 
cure chronic tuberculosis with the same speed 
and dispatch as penicillin, for example, dis- 
poses of many acute bacterial infections. 

Even if drugs are developed which are 
powerfully tuberculocidal, clinical cure would 
still be relatively slow because of extensive 
tissue destruction that accompanies the dis- 
ease, and because healing and tissue regenera- 
tion in themselves are slow processes. Since 
it is obvious that no drug can be expected to 
restore a destroyed lung, it becomes axio- 
matic that early diagnosis and treatment are 
essential to successful chemotherapy.® 


There are still many serious defects in our 
tuberculosis control programs which need to 
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be rectified before we can expect to see the 
disease eradicated. 

There is a need of 5,000 public health 
nurses for a minimum nursing program in 
this country. The public health nurse plays 
probably the most significant role in the su- 
pervision of patients and contacts. Treat- 
ment includes all aspects of supervision 
and guidance of patient and family from 
diagnosis to recovery or death. This in- 
volves social welfare and rehabilitation of 
the patient to a job commensurate with his 
physical abilities. 

There is still a serious shortage of hospital 
beds in the south, and worse still is the scarci- 
ty of adequately trained personnel to staff 
these hospitals. 

The public, by health education, must be 
made more aware that tuberculosis is a seri- 
ous communicable disease, and if control is 
ever to come, a hospital bed should be made 
readily available to all known cases. Our tu- 
berculosis associations are doing a commend- 
able job in this direction. 


The seriousness of patients’ leaving hospi- 
tals against medical advice is evident, partic- 
ularly infectious individuals. In Florida a 
special act of the legislature, which has been 
upheld by the Supreme Court, has enabled 
us to provide compulsory commitment for 
recalcitrant cases which create a public health 
problem. It is our feeling that one who en- 
dangers the public health by willfully ma- 
licious conduct that may cause a spread of 
disease should be subjected to such treat- 
ment. Locked wards are a definite deterrent 
to patients who try to leave against medical 
advice, and with the restlessness natural to 
people today, we probably shall have to resort 
to these measures more frequently. 

A serious attempt at rehabilitation is the 
establishment of a rehabilitation center set 
up in the state with 100 beds where high 
exercise patients may learn skills and trades 
commensurate with their ability. We hope 


this will go a long way toward the rehabili- 
tation of deserving patients. (This center has 
since been temporarily discontinued.) 

One of the most important and least appre- 
ciated features of a successful tuberculosis 
control program is provision of funds for the 
families of tuberculous patients who must be 
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hospitalized, to protect the families from un- 
due economic distress. Probably the most im- 
portant single reason for patients’ leaving 
hospitals against medical advice could be 
minimized were a patient not worried by 
financial difficulties in his family. Certainly 
in the south there is entirely inadequate or- 
ganized welfare assistance, and all too often 
these unfortunate families must be thrown 
upon the charity of the community. Until 
adequate facilities to solve the severe socio- 
economic problems are available, we are not 
justified in feeling that our tuberculosis con- 


trol program is adequate. 


Although many obstacles remain, we have 
reason to be encouraged by a fifty per cent 
decrease in the death rate from tuberculosis 
in many sections of the South in the past ten 
years (Graph 3). More persons ill with tu- 
berculosis may be treated than ever before 
with an excellent chance for recovery. This 
obviously calls for an intensification of our 
case finding facilities, provision of better and 
more adequate hospital facilities in the 
knowledge that with this increased effort we 
can expect to achieve tuberculosis control in 
the lifetime of many of those in this audience. 


“TUBERCULOSIS DEATH RATES BY RACE & - 
SEX~ FLORIDA- 1920,1930, 19405 1950- 
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DISCUSSION (Abstract) 


Dr. W. H. Y. Smith, Montgomery, Ala—The Ala- 
bama legislature in 1947, passed a law requiring every- 
body between the ages of 13 and 50 to be x-rayed for 
tuberculosis or lung disease. That followed in the 
wake of the mass blood testing law which was passed 
in 1943, and because of its success the legislature de- 
cided such a thing was worth while. Any chronic dis- 
ease that produces a large number of infections cer- 
tainly needs mass weapons to attack it. 


Now, in Alabama, since May 1948 when we put the 
law into action, we have x-rayed 892,013 individuals. 
In that group we have found 3008 active tuberculosis 
infections: 210 were far advanced; 1181 moderately 
advanced; 1617 minimal. We certainly are not able 
to match Florida’s numbers. I want to ask Dr. Sharp 
where he got his numbers. Probably we could add 
another half million from our diagnostic work. 


We have two types of x-ray: mass x-ray, and the 
diagnostic units that x-ray contacts cases. However, I 
want to ask Dr. Sharp if he could break his figures 
down into diagnostic and primary x-rays. 

In Alabama, we have eight sanitoria with 701 beds. 
It is entirely inadequate but I think the trend is in 
the right direction. The legislature puts up $450,000.00 
for the state share in operating these beds. We need 
much more money, but the people operating the roads 
and those taking in the money have greater power 
than health people have, or health departments have. 


I have always felt that in Alabama, if we had one 
large hospital, where we could house all our tubercu- 
losis patients and then farm them out to the various 
other sanitoria on a specialistic basis, we might do 
better. We did a grand job in syphilis with that type 
of set-up. 

Some of you can say, “Well, in syphilis you had a 
short course of treatment.” But remember, when we 
opened rapid treatment centers, we were treating pa- 
tients from eight weeks to three months. Now it is 
quite a different thing with three to six days treat- 
ment. 

There is not a drug that will cure tuberculosis. 
However, I am not so pessimistic as Dr. Sharp. I think 
the drug, when we find it, will cure tuberculosis as 
easily as penicillin is curing syphilis today. However, 
we shall get better results with minimal lesions than 
in far-advanced or moderately advanced infections. 


The last thing I should like to discuss is the com- 
pulsory commitment of recalcitrants. We have been 
extremely interested in that, but we have not had the 
nerve in Alabama to try to have a law passed. We 
have always felt that the poor old individual with a 
dozen children and a sickly wife, was a poor jail risk. 
Appearing before the judge on bended knee he would 
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plead that he was the only breadwinner for the family 
and all the sickly family would be there to plead too, 
Probably the judge would let him off. 


Dr. R. H. Riley, Baltimore, Md.—1 would like to 
ask Dr. Sharp if it is not a little inconsistent to have 
a compulsory law and yet a shortage of hospitals, 
and no place to take the patients? 


Dr. T. Elam Cato, Miami, Fla—I think that com- 
pulsion should be used rarely, and as a last resort, 
but we certainly have occasion to use it several times 
a year here in Miami. 


Just a month ago we swore out warrants on two 
different patients in the same week. One was a man 
who had no home and no one to care for him. He 
had been living in a flophouse, and was an alcoholic. 
We could not get cooperation from him in any way 
and he was spreading tuberculosis germs all over Dade 
County. Since he would not cooperate and would not 
enter the hospital voluntarily, and continued to live 
in a flophouse where he continued to expose large 
numbers of people, we had to take court action against 
him. He was committed to the state sanatorium at 
Tampa. 

The same week we had a very good-looking white 
woman who also had no permanent residence here. 
She had been working, I believe, as a waitress before 
she developed tuberculosis. We admitted her to the 
tuberculosis ward of our local hospital until she could 
be admitted to the state sanatorium. Before she was 
accepted at the state sanatorium, however, she left the 
hospital against medical advice. The next we heard 
of her, she was living with some man in a cheap hotel 
in downtown Miami. All we could do in this case 
was to take court action, and the judge immediately 
committed her to the state sanatorium. 


We should use discretion in selecting cases to be 
committed. We have never yet gone before a judge 
and asked that a case be committed that the judge 
did not accept our advice and commit him. 


Dr. Lydia Allen DeVilbiss, Miami, Fla.—I want to 
ask Dr. Sharp if in the State of Florida, we require 
special legislation for commitment, or has he the 
power under the health regulations? 


Dr. T. Elam Cato, Miami, Fla—A special law was 
passed several years ago. Now we have a state statute 
whereby we can commit cases through the county 
court. 


Dr. Sharp (closing)—Regarding the law for compul- 
sory isolation of recalcitrant patients in Florida, I 
would like to say to Dr. Smith and Dr. Riley that the 
county judge in the matter of enforcing this law has 
little discretion. The law is related to the commit 
ment law for mental patients and the patient must 
be examined by two physicians and one discreet lay 
person. This committee will determine whether or 
not this patient is a public health menace and is dan- 
gerous to his community. If they so advise the judge 
in written form, the judge under the law must carry 
out the recommendations of the examining committee. 

I should like to emphasize Dr. Cato’s statement 
concerning this law, and impress upon everyone the 
necessity of using the powers of this law with dis- 
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cretion. We have attempted to have the county health 
officers present only iron clad cases in which patients 
are a definite public health problem and will not 
submit to any type of discipline. So far this law has 
been used on only extremely recalcitrant individuals. 


Prior to the passage of this law the county health 
departments and the State Board of Health did have 
authority under the sanitary code for the control of 
communicable diseases. It was found, however, in 
many instances, when the discretion was left to the 
county judge that our general communicable disease 
law was inadequate, and it was felt that we should 
have a provision in our statutes directly relating to 
tuberculosis. 

We have a commitment ward associated with one 
of our state tuberculosis hospitals where recalcitrant 
individuals are segregated from the remainder of the 
hospital population. This section is locked and a 
24-hour guard service is maintained. We have noted, 
however, that the facilities originally provided are in- 
adequate, and at the present time a 35-bed isolation 
unit is being prepared to take care of these patients. 

As to the inadequacy of beds, I feel that with three 
and one-half beds for each death from tuberculosis 
in the state of Florida that we have more beds than 
the average for the United States. We have a fairly 
adequate number of beds for the care of our tuber- 
culosis problem, and are justified in having an iso- 
lation unit of the character mentioned above. 

Answering Dr. Riley’s question about the 1000 cases 
of tuberculosis at home with positive sputum, they 
are under quarantine by the local health department, 
and as long as they observe quarantine and do not 
frequent public places and make themselves dangerous 
to the public health no attempt is made to enforce 
this law. The law specifically states that a person 
may be quarantined at home. We agree that a man’s 
family is still in danger of contracting tuberculosis, 
but it would certainly not be a sound policy in our 
opinion to enforce hospitalization at the present time 
on some 1000 cases with positive sputum even with 
our relatively large number of beds. 


Of course, we are concerned about the other mem- 
bers of the family, and we should like to see all the 
positive sputum cases under proper isolation at a 
tuberculosis hospital, but one can readily see that 
this is not practicable, so an attempt is made to keep 
all of these patients under supervision by the local 
health department. 

In reply to Dr. Smith’s question as to how we get 
such a large number of people x-rayed, I believe a 
great deal of this success could be attributed to the 
education of the communities that has been carried 
on in this state for a number of years by local tuber- 
culosis and health associations. Our survey schedule 
Tuns well over a year in advance, and with a team of 
four x-ray units operating throughout the state, as 
well as ten additional units located in the larger 
county health departments and in tuberculosis asso- 
clations, which operate on a year round basis in local 
communities, it would not be difficult to examine 
one-half million persons a year, especially when one 
considers that any one of these machines has a po- 
tential capacity for taking one thousand x-rays a day. 
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As an example, in one six-weeks period, we took 
over 100,000 x-rays in Dade County and Miami alone. 
Last month, in Jacksonville, we completed a survey 
of less than four weeks in which we took around 
46,000 x-rays. 

Regarding the question of diagnostic clinics and 
primary detection clinics, we have the same thing in 
Florida. On every case that is detected by mass x-ray 
survey we attempt to do a complete clinical study to 
a diagnosis, this, of course, being done with the ap- 
proval of the local medical society. As a consequence, 
out of 2,025,000 persons examined since our surveys 
began and through 1951, we have located 7,860 signifi- 
cant cases of tuberculosis and about 23,000 other cases 
which were not believed to be clinically significant 
from an x-ray standpoint. 


AFTER-COUGH FAINTING AS A COM- 
PLICATION OF BRONCHIAL ASTHMA* 


By Vincent J. Derses, M.D.+ 
and 
ANDREW Kerr, JR., M.D.* 
New Orleans, Louisiana 


Although not frequent, the occurrence of 
fainting following cough is a complication in 
bronchial asthma of which few physicians are 
aware. Failure to recognize this syndrome in 
asthmatic patients leads to confusion to the 
physician, needless consultation to the patient, 
and undue apprehension to both. The syn- 
drome of syncope following cough has been 
reported under a variety of terms. Among 
these names are laryngeal vertigo, laryngeal 
ictus, laryngeal apoplexy, bronchial syncope, 
cough syndrome, tussive syncope, post-tussive 
syncope, tussigenic ictus and many others. 
The first instance of this condition was de- 
scribed by Charcot! in 1876. It is likely that 
its occurrence was known to earlier physicians 
including Sydenham? and Heberden.* We 
have encountered thirty-five examples of this 
condition and have reported these in detail 
elsewhere.* 

The bird’s-eye view of the clinical picture 
by Garel® has not been improved upon and 
is quoted as follows: 


“A man, forty to fifty years of age, without appreci- 
able nervous stigma, but having already presented a 
few arthritic manifestations, and most often the subject 


*Chairman’s Address, Section on Allergy, Southern Medical 
Association, Forty-Sixth Annual Meeting, Miami, Florida, No- 
vember 10-13, 1952. 

+From the Department of Medicine, Tulane University School 
of Medicine, New Orleans, Louisiana. 

tFrom the Department of Medicine, Louisiana State Uni- 
versity School of Medicine, New Orleans, Louisiana. 
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of a mild chronic affection of the respiratory passages, 
experiences in the larynx a tickling which causes a 
paroxysm of cough. Immediately his face becomes con- 
gested and he falls to the ground unconscious, or if he 
is seated, his head sinks on his chest. His features are 
calm, his limbs relaxed, at times agitated by a few 
convulsions; there is neither biting of the tongue nor 
passage of urine. At the end of a few seconds, he gets 
up, pale, recalling having coughed, but understanding 
nothing of the consternation of his entourage; laugh- 
ing at the alarm he has just caused, he resumes his 
interrupted occupation and the remainder of the day 
passes without incident.” 

The condition is met with far more often 
in men than women and of the 290 cases in 
the literature there were 281 men (97 per 
cent) and 9 women (3 per cent). 


Examination of the chest quite often dis- 
closes a chronic infection. The majority have a 
chronic cough often associated with bronchial 
asthma, emphysema, recurrent bronchitis, 
or rarely tuberculosis. Dalla Palma® under- 
scores the role of spasmodic laryngotracheitis, 
the latter in his opinion an equivalent of 
asthma. Our personal cases confirm the fre- 
quency of asthma, emphysema, and chronic 
lung disease. Among our thirty-five cases, 
asthma was present in nine, emphysema in 
twelve, bronchiectasis in three, pneumono- 
coniosis in two, and sarcoidosis in one patient. 
Although Charcot and others noted the pres- 
ence of post-tussive syncope in persons suffer- 
ing from bronchial asthma, it remained for 
Moncorgé,? who practiced at Mont-Dore, a 
celebrated French resort for chronic lung dis- 
ease, to make the first systematic attempt to 
determine the incidence of the syndrome in 
bronchial asthma. He questioned 320 people 
(120 females, 200 males), all of whom coughed 
for various reasons (emphysema, bronchitis, 
tuberculosis, asthma, laryngitis, and so forth). 
He discovered thirteen persons with the syn- 
drome, of whom twelve suffered from bron- 
chial asthma. There were 137 asthmatic pa- 
tients (seventy-eight males and fifty-nine fe- 
males) who furnished twelve instances (ten 
males, two females) and 183 non-asthmatic 
individuals who furnished but one instance. 
Thus approximately 8 per cent of the persons 
with bronchial asthma in his series had tussi- 
genic syncope. He points out certain similari- 
ties between the two disorders noting that 
laughter, odors (ether, chloroform, tobacco 
smoke, cooking) and meals may provoke either. 
In all, Moncorgé observed thirty-two cases, 
four of which did not have complete syncope. 
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Garel and Collet® note that even in those in- 
stances in which evidences of pulmonary dis- 
ease are lacking at the time of examination, 
questioning reveals these individuals prone 
to recurrent bronchitis or lung disease. 


The condition is most likely to appear in 
the pyknic group of Kretschmer.® The victims, 
for the most part, are strong, vigorous, slightly 
obese individuals who love to eat, drink and 
laugh uproariously. The excessive use of to- 
bacco is another common denominator. In 
our series all of the twenty-seven patients who 
were queried specifically concerning the use 
of tobacco, admitted smoking; in most in- 
stances they classified themselves as heavy 
smokers. Numerous specific examples of crises 
caused by smoking can be found. 

A fondness for alcohol is frequently men- 
tioned. Of twenty-eight of our patients who 
were questioned concerning their use of al- 
cohol only two were abstainers. In general 
these men have a florid complexion. 

One possible reason for the apparent rarity 
of the condition is to be found in the per- 
sonality traits of these individuals. They sim- 
ply do not consider the condition worth men- 
tioning in the majority of instances. At times, 
nevertheless, these seizures afford deep con- 
cern to the patient. 

The influence of the position in which the 
patient finds himself when the attack starts 
has been commented upon by a number of 
writers. In about half of the instances the 
patient was seated; very frequently while eat- 
ing or shortly after a meal. A large number 
of instances developed with the victim in the 
erect position. With the exception of those 
attacks taking place while driving autos, and 
so on, it is in the erect position that syncope 
is most likely to cause injury. 

In most instances the cough is dry, barking, 
paroxysmal and obstinate. It may be accom- 
panied by dyspnea, congestion or asphyxia. 
During the attack the congestion of the face 
is more or less marked; the face which, at 
times, is simply red and violaceous may be- 
come entirely blue, and according to Chaza- 
lon, cyanosis may be such that sweating oF 
epistaxis is produced. Initial cry is lacking. 
There may be only a vague uncertainty after 
the cough, a clouding or bewilderment oF 
giddiness; to these may be added ringing in 
the ears, loss of equilibrium sufficient to pro 
duce fall but with incomplete loss of com 
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sciousness, though this form is rarely observed 
alone in patients, tending rather to alternate 
with the fully developed syndrome. In the 
majority of instances the psychic, sensory, and 
motor cerebral functions are simultaneously 
and totally suspended, the loss of conscious- 
ness is complete and the individual falls, de- 
prived of all sensations and all voluntary 
movement. The loss of consciousness and the 
fall may be produced simultaneously and in- 
stantaneously, or may follow after giddiness 
or bewilderment, during which the patient has 
time to seek support, to catch hold of some 
object, at times in this manner being able to 
escape falling. 


There are rarely generalized convulsions. 
Ordinarily when present these are clonic in 
type and are most often limited to the upper 
limbs although at times they extend to involve 
the face, the trunk, and the abdomen. The 
duration of the attack is invariably described 
as brief, being estimated in terms of seconds. 
After the attack the patient returns to himself 
as though nothing had happened in the ma- 
jority of cases, capable of continuing the 
broken-off conversation or the work started, 
recalling all that had immediately preceded 
the loss of consciousness, not experiencing the 
least fatigue, nor the least malaise. Several 
patients have described their sensations dur- 
ing the attack, and if typical, these are of a 
pleasant nature. 


The subsequent course of the disorder is 
variable, paralleling the course of the under- 
lying pulmonary disease. The first attack is 
rarely the only one, but the number and fre- 
quency of attacks are difficult to determine. 
Some patients have three or four attacks in 
their entire lives with intervals between at- 
tacks of several years or only a few days; others 
have two or three attacks a year for one or 
a few consecutive years and then become com- 
pletely free. In others there are very frequent 
attacks; one of Charcot’s! patients had fifteen 
ina day, and the patient of Lillie and Thor- 
nell’! had twenty-four attacks in eight hours. 


ILLUSTRATIVE CASE 


A thirty-year-old internist had suffered from 
severe bronchial asthma since the age of four 
years. His first attack of after-cough fainting 
was at the age of twenty-five years. His writ- 
ten description and comments follow in his 
own words: 
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“I have had five attacks, all similar, only the location 
has differed. 

“(1) (1948) In bed, ‘revived’ or attended by my wife 
who said my eyes rolled back and I stopped breathing. 
Probably unreliable. 

“(2) (1949) While sitting on edge of bed coughing. 
Came to on all fours on floor, not hurt. 

“(3) (1949) While driving, came to just after a 
trailer truck had whizzed past on the shoulder. I was 
on the opposite side of Highway 66. Scared hell out 
of me. 

“(4) (1949) While riding in car. 

“(5) (1951) Episode in Alabama. Passed out while 
ascending stairs, fell down and evidently slid down 
stairs, skinned nose. 


“Predisposing Factors— (1) All have occurred during 
a chronic bad spell with asthma. (2) All have occurred 
while I was on ephedrine. (This probably is not sig- 
nificant, because eventually in a bout with asthma 
I get on ephedrine anyway.) (3) All have occurred 
during a paroxysm of coughing. 

“Typical Attack or Spell—While having a wheezing 
episode I begin to cough. To the best of my memory 
it is the second or third paroxysm of coughing. This 
is like a whooping cough. The one I flip out on is 
hack, hack, hack, hack, hack, and then no desire to 
inhale. Suddenly all discomfort is gone. The sensa- 
tion of dyspnea is no longer present. 

“The sensation is very pleasant. It resembles the 
final stages of a general anesthetic without the throb- 
bing or the noise. I feel that I am floating and frankly 
don’t care. 

“The next thing I know everything fades back into 
view. The coughing is relieved, and I am _ usually 
covered with sweat. The length of time is unknown, 
but brief. 

“To my way of thinking the coughing is the key. 
The chronic asthma and the ephedrine may con- 
tribute.” 

On physical examination he was of the 
typical hypersthenic habitus, with a witty 
pleasant personality. His electrocardiogram 
and chest x-ray disclose normal findings. 


Summary.—Several attacks of cough syncope 
occurred in a young physician who had had 
severe asthma since childhood. 


RELATED CONDITIONS 


The commonest type of syncope is vaso- 
depressor (vasovagal of Weiss!*). It occurs 
mostly in young males as a manifestation of 
neurosis, is accompanied by much anxiety and 
depends on a reflex hypotension for its main 
component. The faint is preceded by a sense of 
profound discomfort, restlessness, nausea, sigh- 
ing respiration and sweating. During the epi- 
sode the patient is pale, still, with muscle re- 
laxation and cold sweating. The unconscious- 
ness usually is brief, less than a minute, and 
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the symptoms of weakness, anxiety, and dis- 
comfort persist for several minutes to an hour. 
The faint usually occurs in the upright po- 
sition. 

The attack seen in orthostatic hypotension 
resembles more closely that of tussive syncope, 
but differs sharply in occurring only in the 
upright position. The attacks occur suddenly; 
there is neither excess pallor, sweating, nausea 
nor unpleasant sensations and consciousness 
is quickly restored without disagreeable se- 
quelae. 


Syncope ensuing from hyperventilation is 
usually gradual in onset and accompanied by 
a feeling of unreality and disorientation. The 


hyperventilation syndrome appears in sub- 


jects exhibiting anxiety. It bears little resem- 
blance to tussive syncope. It would be unusual 
for a paroxysm of cough to last as long as 
two or three minutes, the time usually re- 
quired for the development of symptoms with 
hyperventilation. 


That syncope, resulting from reflex brady- 
cardia or asystole transmitted via the vagus 
nerve (vasovagal of Weiss), is usually of sud- 
den onset and accompanied by a minimum of 
antecedent unpleasantness. There may be con- 
siderable confusion and weakness for several 
minutes after the attack. The attacks are note- 
worthy for the suddenness with which they 
lead to convulsions. Their occurrence in the 
upright position is usual. In this position asys- 
tole of only four to eight seconds leads to un- 
consciousness, whereas in the recumbent po- 
sition twelve to fifteen seconds are frequently 
required. Such reflex asystole (in contrast to 
true Stokes-Adams attacks) rarely lasts over 
twelve seconds. Several types of noxious stim- 
uli along the course of the vagus or glosso- 
pharyngeal nerve have been reported capable 
of causing this type of syncope. Among this 
group is carotid sinus syncope. It is to Weiss 
that we owe the popularization and elucida- 
tion of its mechanism. It is to be strongly em- 
phasized, however, that the rigid criteria men- 
tioned by Engel'® should be strictly followed 
before syncope is attributed to this mechanism. 
Stimulation of the carotid sinus, and only the 
sinus, should result in asystole and a reproduc- 
tion of the patient's attack of fainting. A final 
and important criterion for the diagnosis of 
reflex vagal syncope is the cessation of attacks 
under adequate doses of atropine. In only one 
of Weiss’ cases was the result of stimulation, 
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hypotension; and its occurrence should be 
interpreted with caution. It is the opinion 
of the authors, along with Engel, that carotid 
sinus syncope is a much sought after, but sel- 
dom found, clinical entity. Hypersensitivity 
of the carotid sinus, is, on the other hand, a 
rather common finding. 


Hysteria is a common cause of syncope. 
This usually occurs in young women, accom- 
panied by no objective change, is variable in 
length, is not accompanied by full loss of con- 
sciousness, and occurs before witnesses in the 
proper psychiatric setting for gainful purposes. 
In contrast to the miserable symptoms and the 
anxiety of vasodepressor fainting these pa- 
tients display “la belle indifference des hys- 
tériques” alluded to by Charcot. 


There are certain points of resemblance 
with narcolepsy-cataplexy (Gélineau’s  syn- 
drome). Narcolepsy is 
“a rare neurosis characterized by sudden irresistible 
need for sleep, ordinarily of short duration, occurring 
at more or less short intervals and obliging the subject 
to fall or to stretch out to obey it.” 

An associated condition which is seen in pa- 
tients subject to narcolepsy is a weakness of 
the muscular apparatus usually of the legs, 
coming on suddenly while the patient is in 
the midst of some emotional display, usually 
laughter, and accompanied by the retention 
of consciousness. This is given the name cata- 
plexy. Cataplexy is characterized essentially 
by general inhibition of muscular tonus. J. G. 
Wilson" considers tussive syncope intimately 
related to cataplexy on the basis of the sudden 
fall of the patient to the ground, the brevity 
of the attack, and the immediate and complete 
recovery. We do not agree with this because, 
although narcolepsy without cataplexy is com- 
mon, cases of cataplexy without additional at- 
tacks of sleep, are rare. In none of the cases 
of after-cough fainting including our own has 
narcolepsy been mentioned. The age at onset 
differs in post-tussive syncope from Gélineau’s 
syndrome in the same fashion as age of onset 
of epilepsy differs from the cough syndrome. 
Tussigenic syncope is usually a disease of mid- 
dle age and later, while narcolepsy-cataplexy 
as well as epilepsy commonly appear early in 
life. The course of the two conditions is quite 
different, for in the large majority of cases 
of Gélineau’s syndrome the symptoms are more 
or less stationary, and in only one of Levin’s® 
series did the symptoms disappear for any 
length of time. At times the laryngeal crises 
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of tabes dorsalis can imitate in all aspects the 
picture of tussigenic syncope. 


Several writers have considered the condi- 
tion to be intimately related to epilepsy. Un- 
questionably, some instances occur in which 
the cough syndrome seems to be an epileptic 
equivalent. In the main, however, the greatest 
number of individuals with the cough syn- 
drome have not had stigmata of epilepsy. The 
hereditary and personal antecedents of the 
majority of individuals have revealed nothing 
that would relate to epilepsy. Most cases of 
epilepsy develop before the age of twenty-five 
and a large percentage appear before the age 
of six years or before puberty. Patients with 
tussigenic syncope have, in the main, had 
their first seizure at forty-five to fifty years. 
The relation with epilepsy seems to be similar 
to that of tabes, that is, there are a certain few 
cases in which tussive syncope may appear 
with tabes or epilepsy, but in the very largest 
percentage of individuals, there is evidence for 
neither. 


PATHOLOGIC PHYSIOLOGY 


The occurrence of the cough syndrome in 
patients with asthma is postulated by the 
authors to be related to the presence of emphy- 
sema, temporary or permanent, in these pa- 
tients. Mild emphysema may increase the 
tendency for syncope in several ways. In em- 
physema the pressure in the alveoli is higher 
than normal, and hence a higher pressure may 
be developed during coughing. The variation 
of intrapleural pressure with respiration has 
been noted to be greater in these patients 
than in normal subjects. The increased ri- 
gidity of the peripheral alveoli, which accom- 
panies early loss of elasticity in mild emphy- 
sema, will prevent full transmission of pres- 
sure, not always perfectly distributed even in 
normal individuals, from within the tracheal- 
bronchial tree to the pleural spaces. This will 
permit the development of a pressure gradient 
between these two areas and will alter blood 
flow accordingly. 

The alveoli of poorly ventilated emphysem- 
atous areas contain a lower oxygen content 
than normal and hence if blood flows through 
these, it may cause hypoxemia. It would be 
expected that local pulmonary vasospasm 
would be present in these areas. 


The striking chart of Lauson’s? indicating 
the marked drop in femoral blood pressure of 
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a patient with emphysema during the Weber 
maneuver, indicates that some of these patients 
lack the ability to counteract the changes of 
sudden increase in intrathoracic pressure. The 
catheterization study of emphysema by Bor- 
den'® and colleagues demonstrated a wide 
swing in pulmonary artery, right ventricle and 
right atrial pressures with inspiration and ex- 
piration. Such changes indicate the disruption 
of normal circulatory dynamics in these pa- 
tients, and give reason to believe they would 
be markedly susceptible to changes following 
cough. In addition to emphysema, obesity, 
strong chest musculature and cerebral arterio- 
sclerosis in one who smokes and drinks more 
than moderately, enhance the likelihood of 
occurrence of syncope following cough. 

The mechanism of post-tussive syncope 
probably lies in circulatory changes. The most 
important of these is considered to be pul- 
monary vasospasm and peripheral vasodilata- 
tion. Whether these are due to mechanical 
changes subsequent to coughing or whether 
they are mediated by reflexes cannot be stated. 
That the syndrome may be dependent on a 
reflex stimulation of the inhibitory reticular 
areas of the brain stem which act through 
the cerebral cortex is not at all unlikely, but 
cannot be more than inferred at the present 
time. 

MEDICOLEGAL ASPECTS 


Loss of consciousness may result in injuries 
or death to the individual or nearby persons 
and lead to workman’s compensation, accident 
insurance claims, and civil and criminal liabil- 
ity. Working conditions which are likely to 
bring on coughing spells with resulting ictus 
are to be precluded. Respiratory irritants, 
gases, vapors, dusts and fumes are particularly 
to be avoided. Additionally, work in which 
the individual is subject to sudden ‘temper- 
ature changes, extremes of humidity, abnormal 
air pressures, wet working conditions and the 
like, is to be avoided. 

Situations have arisen in which a person 
subject to tussive syncope has an episode while 
driving an automobile and causes damage to 
person or property. In order to determine 
whether or not the defendant in the tort action 
has been guilty of negligence the courts have 
set up the standard of a reasonable man. 
Under the majority common law rule, found- 
ing liability to a guest on failure to exercise 
ordinary care, it is usually actionable for the 
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host to fall asleep while engaged in the op- 
eration of the car, since, in the absence of 
special circumstances, he has the choice either 
to keep awake or cease driving. Whether he 
is actually negligent in the particular case is 
usually a question of fact for the jury. 


The situation seems different where a pat- 
tern has been established, that is, where a per- 
son has had enough attacks to demonstrate 
the possibility of another. In the case of Tift 
v. State,!7 the judge charged the jury as fol- 
lows: 

“If, however, you find beyond a reasonable doubt, 
that at the time of said collision and injuries, the de- 
fendant was subject to frequent attacks of vertigo or 
similar afflictions, which, when they came on, neces- 
sarily rendered him powerless to control a moving 
automobile that he might at the time be driving, and 
that, with full knowledge that he was subject to such 
attacks and the effect of such attacks, the collision could 
not be attributable to misfortune or accident, but 
defendant would be guilty of the offense of assault 
and battery.” 


PROGNOSIS 


Although the syndrome is usually self-lim- 
ited and benign, great variation in the course 
is noted, as well as occasional fatal termina- 
tion. The number of attacks experienced by 
any one patient vary. Aside from their occur- 
rence with a self-limited disease, there is no 
way of predicting which patients will continue 
to have attacks, nor with what frequency. In 
some instances a pattern of response, for in- 
Stance attacks each winter, is set up which 
seems to remain fairly constant. 


Injury to the patient himself or to others 
during the syncope has been discussed. Ten 
of our patients received injury in falling. 

Death occasionally occurs after post-tussive 
syncope and fatalities have occurred in four 
unequivocal cases. This makes the mortality 
about | per cent in our collected series. The 
first of these was recorded by Schadewaldt!* 
in 1896, the second by Teller’ in 1917, the 
other two are personal cases which will be 
reported in detail elsewhere. Despite the 
writings of Schadewaldt and of Teller, opin- 
ion prevails that the.disease is totally benign. 
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Treatment is hardly applicable to the at- 
tack itself as it usually terminates too quickly. 
There are certain individuals, as noted in the 
sections of the clinical picture, who are for- 


tunate in having premonitary signals of an 
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impending attack. Some of these feel that they 
can abort an attack by various measures such 
as: firmly grasping an object for support, 
holding the breath, grasping the larynx, suck. 
ing a lozenge, spraying coccaine in the phar- 
ynx, or fanning themselves. Certain other pa- 
tients having warning symptoms, but not 
being able to abort the attack, can place them- 
selves in a position to minimize harming them- 
selves in the anticipated fall. In the case of 
those instances which are associated with bron- 
chial asthma the treatment of after-cough 
syncope consists of intensive treatment of the 
underlying bronchial asthma. In addition, dur- 
ing the course of management of the asthma, 
other drugs may be employed, for example, 
in an attempt to suppress stimuli leading to 
cough, cocainization of the local structures has 
been widely practiced, and atropine in one 
form or another has been employed frequently. 
The prohibition of tobacco and moderation 
in the use of alcohol have been advocated by 
nearly every writer on the syndrome. Tea and 
coffee have been interdicted as well. 


A different direct attack on the coughing 
mechanism was undertaken by Halphen and 
Aubin.” Noting the success of alcohol injec- 
tion of the superior laryngeal nerves in cases 
of tuberculosis laryngitis they used this tech- 
nique in tussigenic syncope. Three persons 
were so treated with excellent success. Ca- 
nuyt,?! writing a decade later than Halphen 
and Aubin, advised procaine injection of these 
nerves as being a safer and equally effective 
procedure. 


Weight reduction in the obese patients 
should be instituted and this measure met with 
success in one of our cases. 


A reasonable approach would attempt to 
prevent or abolish pulmonary vasospasm and 
peripheral vasodilatation. Unfortunately there 
is no drug available at the present time that 
combines the happy faculties of reducing pul- 
monary vasospasm and at the same time per- 
mitting peripheral vasoconstriction. 


When the syndrome is found in those pa- 
tients having serious cardiovascular disease 
vigorous measures are indicated. 
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THE PRESENT DAY STATUS OF 
INFECTIOUS ECZEMATOID 
DERMATITIS* 


By C. Barretr KeNnnepy, M.D. 
V. Mepp HENINGTON, M.D. 
and 
WILLIAM H. Garvin, M.D. 
New Orleans, Louisiana 


Engman,! in 1902, seems to have been the 
rst to describe infectious eczematoid derma- 
us. Fifty years later dermatologists may well 


feel a good deal of sympathy with some of the 
things he said. Eczema, he remarked, is the 
battleground of modern dermatology. It is 
sill a field of combat in 1952. Furthermore, 
Engman said, no specific cause of eczema had 
been discovered, nor had there been any clear 


*Read in Section on Dermatology and Syphilology, Southern 
Medical Association, Forty-Sixth Annual Meeting, Miami, 
Florida, November 10-13, 1952. 

*From the Louisiana State University School of Medicine 
and Charity Hospital of Louisiana, New Orleans, Louisiana. 
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description of its various manifestations. As 
a result, he felt that dermatologists were 
obliged to consider seriously Norman Walker's 
definition, that eczema was a term used to des- 
ignate all inflammations of the skin, whether 
moist or dry, of which the observer did not 
know the cause or nature. That is, unfortu- 
nately, a definition which many physicians 
still seem to be employing in 1952. 


When Sutton? wrote further on infectious 
eczematoid dermatitis in 1920, he recalled that 
Engman had listed fourteen clinical and path- 
ologic characteristics which are constantly 
present in it. While these characteristics, he 
pointed out, had undergone some changes 
since Engman first presented them, all of the 
changes had tended to increase rather than to 
diminish the clinical importance of the dis- 
order. 


In 1926, when Arthur Whitfield* acted as 
chairman for a discussion on eczema in the 
Section of Dermatology of the British Medical 
Association, he began by saying that if the 
participants disagreed on every other point, 
they would all unite in considering eczema the 
most important subject in the whole of derma- 
tology. This beautifully written contribution, 
although it was presented twenty-six years ago, 
contains a wealth of information that is still 
valid and helpful. 


Infectious eczematoid dermatitis is a major 
medical problem today. We say this with feel- 
ing, from an experience based on private prac- 
tice, industrial practice, and observations made 
on the wards of the regional veterans hospital 
and of Charity Hospital of Louisiana at New 
Orleans. Its incidence has increased over the 
years, for reasons we shall discuss shortly. The 
antibiotics have greatly simplified its treat- 
ment, but some cases are still very obstinate. 
It frequently requires long and expensive 
hospitalization. Relapse is frequent. The basic 
difficulty, of course, is that while at least we 
realize that this disorder cannot be attributed 
to any single etiologic factor, we are far from 
certain that we have identified all of the 
multiple factors whi h may be responsible for 
it, nor are we certair n a number of fac- 
tors have been identif. 1 a given case, what 
the relative importance 'of each one is. Ob- 
viously, there remains a great deal of work to 
be done in this field. 

Even the nomenclature is not satisfactory. 
When Engman! made his original contribu- 
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tion, he called the disorder staphylogenetic (?) 
eczematoid dermatitis, a term that is no longer 
satisfactory because other microorganisms have 
been found to play a part in it. Sutton? used 
the term infectious eczematoid dermatitis 
somewhat apologetically, he said, because it 
lacked both grace and euphony, but he none- 
theless used it with approval. Cole, in a dis- 
cussion of Sutton’s contribution, thought that 
impetiginous dermatitis, which had been sug- 
gested by Jadassohn, would be a better term, 
but Sutton was apparently unwilling to con- 
sider the substitute. The chief objection to 
continuing to call the disorder infectious ec- 
zematoid dermatitis is that the term is so 
general that it is sometimes difficult to decide 
precisely what it does cover. 


POSSIBLE ETIOLOGIC FACTORS 


Whitfield,* in the address to which we have 
previously referred, said that it was wiser to 
discuss eczema from the anatomic and physio- 
logic standpoints than from the standpoint of 
etiology, since it is a disease of multiple causa- 
tion. It is usually defined as an eruption con- 
sisting of edematous papules and vesicles aris- 
ing in the deeper part of the epidermis and 
caused by an abnormal susceptibility, congen- 
ital or acquired, to the action of external irri- 
tants. The essential lesion is a small vesicle, 
about the size of a pinhead. Many such ves- 
icles are crowded together, with little or no 
inflammation around their bases, and un- 
attended by fever. The point to be remem- 
bered, as Whitfield emphasized, is that the 
special or general irritability of the skin re- 
sults in eczema after exposure to various ex- 
ternal agencies which would not produce these 
results in normal subjects. It is therefore best 
to regard it as a condition rather than as a 
disease. 


Numerous causes have been suggested for 
infectious eczematoid dermatitis. According 
to Engman,’ it is the result of a preceding 
infection or trauma. According to Sutton,? 
the concurrent eruptive phenomenon can in 
many cases be explained in only one way, 
by allergy, which might not be responsible for 
the primary disease but which is unquestion- 
ably responsible for its prolongation. 

Fordyce* (it must be remembered that his 
paper appeared in 1911) took the position 
that the majority of eczematoid states are pre- 
ceded by some antecedent pathologic state, al- 
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though when the eczematoid and _ pyogenic 
processes coexisted it was often difficult to 
determine which was primary. He did not 
regard infectious eczematoid dermatitis as in 
any sense a purely “anaphylactic” manifesta- 
tion, but felt that the susceptibility of the skin, 
whether present originally or acquired as the 
disease progressed, accounted for the “‘anaphy- 
lactic” state which developed later. 


The theory of autosensitization has now 
gained considerable ground. Whitfield,? in 
1926, mentioned the studies of Bockhart, Ben- 
der and Gerlack, who reported that they 
could not produce eczema by rubbing live 
staphylococci into the skin if they had been 
washed, but that they could produce it if 
they used for this purpose cultural filtrate, 
without any organisms. 

Esplin and Cormia® believed that their 
studies confirmed previously advanced opin- 
ions that the antigen responsible for what they 
called auto-eczematization is a water-soluble 
fraction of the epidermal cells, which is pos- 
sibly transported from the primary eczematoid 
site by eosinophilic leukocytes, though the evi- 
dence on this latter point is not yet conclusive. 
Their studies were carried out with autog- 
enous scale extracts, which clearly makes 
them of greater worth than studies carried 
out with homologous scale extracts. They be- 
lieve that factors other than the water-soluble 
fraction of the epidermal cells, such as bac- 
terial infection or specific contact sensitization, 
may potentiate the auto-eczematous response. 

Hopkins and Burky® carried out studies 
on the hand which they believe to be appli- 
cable to any part of the body. They adduced 
clinical and experimental evidence to show 
that the responsible factor seems to be local 
hypersensitivity to the patient’s own keratin, 
brought about by liberation of Staphylococcus 
toxin. Trauma at the site of the lesion is an 
additional factor. They suggest the term 
keratid for this kind of skin disorder. 

McDaniel and Tamura’ reported 30 cases of 
apparent autosensitization in which bacterial 
infection seemed to play a predominant role. 
In 24 of these cases it was possible to culture 
hemolytic or nonhemolytic staphylococci, 
while in 11 others it was possible to culture 
hemolytic and nonhemolytic streptococci. The 
findings in diphtheroids in 3 of these cases 
recalls a wartime experience of one of us 
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(C.B.K.) in North Africa: during an epidemic 
of pharyngeal diphtheria, a number of sol- 
diers with eczema were contaminated or in- 
fected with these organisms and three men 
who contacted cutaneous diphtheria died. 


A number of observers have said that when 
eczema involves the external auditory canal, 
it is impossible to culture anything except 
yeast contaminants. There is, in fact, increas- 
ing doubt about the pathogenicity of the 
various aspergilli, penicillia, mucors, yeasts 
and fungi found in external otitis, and a 
growing belief that in these circumstances 
whatever bacteria are present are more likely 
to be at fault.§ 

Pillsbury,® whose excellent article is also 
well worth reading, has pointed out that when 
the normal integrity of the skin is disturbed 
by a dermatitis, its normal antibacterial pro- 
tection against pathogenic microorganisms is 
greatly reduced. The bacterial flora changes 
from day to day, with pathogenic or potentially 
pathogenic bacteria replacing nonpathogenic 
bacteria. As time passes, cutaneous damage 
occurs insidiously and persons with chronic 
dermatitis become sensitized to the new micro- 
organisms, especially to staphylococci. There 
is no evidence of infection as the term is 
commonly understood, but the bacteria now 
resident on the skin continuously produce 
toxins which may cause sensitization reactions, 
though, again, they may not be conspicuous. 


Were Engman! and Sutton? writing today, 
there are two causes of infectious eczematoid 
dermatitis which would be strange to them 
but which it is necessary to discuss. The 
first of these is the steadily increasing number 
of synthetic substances which do much to fa- 
cilitate modern living but which are respon- 
sible, at the same time, for a great many 
allergic reactions on the part of those who 
use them. These substances include various 
textiles, detergents, insect sprays and _ repel- 
lents, and paints. To that list must be added 
the direct use on the skin of irritating solvents 
and chemicals, antihistaminic preparations, 
antipruritics, and sulfa drugs and antibiotics. 
All too often such local medications are in- 
judicious or absolutely unnecessary. X-ray 
therapy and ultraviolet light applications have 
similar potentialities for harm, and all too 
often are similarly injudicious and unneces- 
sary. Finally, over-exposure to sunlight, or 
any exposure at all of a patient taking some 
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one of the photo-sensitizing drugs, may be ini- 
tially responsible for infectious eczematoid 
dermatitis. In these modern days, the skin is 
often called upon to withstand a staggering 
load of insults. 


The second factor which is of great impor- 
tance in skin conditions today is psychoso- 
matic. Perhaps it would be more correct to 
say that this is a factor which has probably 
always existed but whose importance has been 
recognized only recently, as the strain of liv- 
ing has increased. The statement is often 
made, and is fully justified, that there are 
more psychiatric problems in the field of 
dermatology than there are in the entire field 
of medicine outside of psychiatry. The stress 
and strain of modern life have made it im- 
perative to investigate all patients with infec- 
tious eczematoid dermatitis from the psycho- 
somatic standpoint, especially when the con- 
dition is of the chronic relapsing type. Psycho- 
somatic causes, as is well known, are often 
the most important obstacle to recovery in 
eczema of the neck and ear in women, who 
present a special type of nuchal eczema pre- 
cipitated and aggravated by constant scratch- 
ing. Wittkower and his associates,!’ 1! who 
carried out exhaustive studies on the type 
of patients who present eczema, found that 
the condition was most likely to occur in 
those with emotionally insecure and unstable 
personalities. 


Hall-Smith and Norton! report an illumi- 
nating study in this connection. They selected, 
at random, 150 patients in attendance at their 
outpatient skin clinics and sent them to psy- 
chiatrists for investigation, with the astonish- 
ing finding that 89 of them might well have 
sought relief for psychiatric symptoms alone. 
In 11 of the 29 instances in which the diag- 
nosis was endogenous or exogenous eczema, 
the personality was entirely normal and no 
connection could be traced between stress and 
the development of the skin lesions. In the 
remaining cases there were psychiatric mani- 
festations of various kinds, ranging from over- 
conscientiousness and overanxiety to immatur- 
ity, inadequacy, and limited intelligence. 


Finally, there is, paradoxically, an obvious 
cause of infectious eczematoid dermatitis 
which is frequently overlooked entirely, name- 
ly: the overtreatment and frank mismanage- 
ment of simple dermatitis. We are not alone 
in our experience of seeing patients who have 
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been treated by greases and compresses, among 
the least understood and most misused of all 
therapeutic agents, which, far from curing 
them, have caused local flare-ups and ids as 
well. It is not too much to say that many 
patients with simple varieties of dermatitis 
would be much better off if they received no 
treatment at all. 


One reason for the therapeutic abuses just 
mentioned is the bad advice of well-meaning 
friends and of druggists, which is accepted in 
a surprising number of cases by surprisingly 
intelligent persons. As for the errors of the 
profession, the fault may lie with the sort of 
teaching of dermatology which we are pro- 
viding in our schools and hospitals. Perhaps 
we need a campaign of lay and professional 
education in this matter, such as has worked 
well in acute appendicitis. Certainly if we 
taught our students, interns and residents 
proper measures of diagnosis and treatment in 
simple skin conditions, far fewer patients with 
infectious eczematoid dermatitis would rise 
up to plague us. 

Incidentally, the recent work of O’Brien" 
and of Sulzberger and his associates'* on poral 
closure furnishes a convincing explanation of 
why much harm is done by the injudicious 
use of ointments and compresses. These ob- 
servers have taken a long step toward explain- 
ing why infectious eczematoid dermatitis oc- 
curs and why it is accompanied by intense 
subjective itching. 


MANAGEMENT 


The first step in the management of a pa- 
tient with infectious eczematoid dermatitis is 
not therapy but investigation. This requires 
a thorough history, a thorough physical exami- 
nation, and such routine laboratory tests as 
blood count, urinalysis, patch tests, examina- 
tion of scrapings, and cultures. Other tests 
depend upon the findings in the individual 
case and the results of the routine examination 
and laboratory study. The investigation is 
often tedious and prolonged, as would be ex- 
pected in a condition in which the etiology 
is nonspecific and in which the identification 
of one etiologic factor does not warrant the 
conclusion that it is the only factor, or the 
most important factor, responsible for the 
disorder. 


One thing the dermatologist must always 
bear in mind in studying and treating in- 
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fectious eczematoid dermatitis: it is the ex. 
ceptional patient who has not already been 
subjected to long courses of treatment, often 
complicated, often radical, and all too often 
without apparent rationale. As a result, the 
clinical picture has often been altered because 
the patient has been sensitized to the medica- 
tion employed and has become intolerant to it. 


If infectious eczematoid dermatitis is seen 
in the acute stage, compresses soaked with 
water or watery solutions are contraindicated. 
They further macerate an already injured epi- 
dermis and thus favor the additional absorp- 
tion of the epidermal antigens presumably 
responsible for the origin and persistence of 
the condition. The single exception to this 
rule arises from the necessity of removing 
crusted and infected material over the affected 
areas. Even then, compresses must be used 
with the greatest care, as open dressings, at 
room temperature, for not more than five 
minutes at a time, and not oftener than twice 
daily. They must be discontinued as soon as 
their purpose is accomplished. Finally, if their 
use seems to aggravate the eczema, or if there 
is any doubt of their value, they should be 
discontinued at once. 

Probably the most valuable therapeutic 
agent now available in acute infectious eczema- 
toid dermatitis is Lassar’s zinc paste, preferably 
the plain variety, which contains starch, zinc 
oxide and petrolatum. Most patients tolerate 
it well. It is cooling, it relieves itching, and 
it has the great advantage that it absorbs 
fluids, being able to pick up twice its weight 
in water. 

The paste is applied once or twice daily, 
depending upon the requirements of the spe- 
cial case. The patient is shown how to apply 
it, with a tongue depressor, in thin coats, on 
a gauze dressing, which is laid over the af- 
fected area and held in place with a loosely 
applied bandage. When the dressing is changed, 
the residual paste is left in situ over the af- 
fected area, no attempt being made to remove 
it either by the patient or the physician. At- 
tempts at cleansing may thwart the effort to 
effect a cure. 


Chemotherapeutic and antibiotic agents are 
never used locally in acute infectious eczema- 
toid dermatitis. Instead, they are used paren: 
terally, after careful inquiry as to a possible 
previous history of intolerance to whatever 
drug is selected. Our own preference is to 
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give penicillin every second day, in intra- 
muscular dosages of 400,000 to 800,000 units, 
until the acute stage is past. Terramycin, au- 
reomycin, or some sulfa drug may be substi- 
tuted, depending upon the requirements of 
the individual case. Antihistaminic drugs are 
used cautiously, to combat itching, and seda- 
tives are given as necessary to promote rest. 


ACTH and cortisone are valuable in the 
occasional explosive case during the acute 
stage, if more conservative forms of therapy 
have not been helpful. Otherwise, we prefer 
not to employ them. For one thing, there is a 
wide range of contraindications to their use, 
such as the co-existence of heart disease, dia- 
betes, tuberculosis, and certain types of mental 
disease. For another, the rebound relapses 
which may follow their withdrawal are often 
more difficult to treat than the original con- 
dition. 

When the weeping of the acute stage has 
subsided and the condition has become sub- 
acute or chronic, as evidenced by thickening, 
reddening, fissuring and scaling of the skin, 
crude coal tar is substituted for Lassar’s paste. 
It is applied directly to the skin and is covered 
by collodion. The whole area is then dusted 
with ordinary bath talcum and the clothes are 
protected with a light bandage. Alternate 
methods are the use of 2 per cent coal tar 
or 2 per cent naftalan in Lassar’s zinc paste. 
These forms of therapy are all extremely ef- 
fective. Itching and burning are relieved, 
cracks and fissures heal, and thickened skin 
tends to become thin. 

The best treatment of eczema behind the 
ears in the external auditory canal (otitis 
externa) is the use of 4 per cent precipitated 
sulfur in Lassar’s paste. 


During this stage of management all foci 
of infection should be eradicated. If the blood 
study shows anemia, as it frequently does, par- 
ticularly in patients who have had repeated 
attacks, crude liver extract is given intra- 
muscularly. When the eczema is secondary to 
venous stasis in the lower extremities, some 
type of elastic support should be worn or, 
in severe cases, venous ligation should be car- 
ried out. 

Sutton,? in 1920, felt that the most valuable 
remedy for infectious eczematoid dermatitis 
Was a mixed Staphylococcus vaccine. Over the 
years other observers have recommended vari- 
ations of this type of therapy and have re- 


ported varying results from it. Hopkins and 
Burky® report a 50 per cent success in intract- 
able eczematoid conditions of the hand with a 
Staphylococcus toxin (not toxoid) which they 
prepare themselves. We have had no experi- 
ence with any of these preparations but have 
recently been using Staphylococcus ambotox- 
oid, as advocated by Anderson and Stokes.'® 
When this preparation is used according to 
their technic, recovery is expedited and relapse 
is greatly reduced. 


SUMMARY 


Infectious eczematoid dermatitis is a non- 
specific disorder, caused by a variety of factors, 
more than one of which may be present in 
any given case. Allergy, autosensitization, psy- 
chosomatic causes, and overtreatment and mis- 
management of simple dermatitis are among 
the most important reasons for its develop- 
ment and persistence. 


The problem of this disorder seems no 
nearer solution today than when it was first 
described fifty years ago. The etiology is still 
confused, and the circumstances of modern 
living have resulted in a notable increase in 
its incidence. 


The management of infectious eczematoid 
dermatitis, on the other hand, is much more 
satisfactory today than it ever was. Because 
of the availability of the antibiotics, morbidity 
has been greatly reduced, and many valuable 
days are now saved for the patient. Only der- 
matologists who treated this disorder before 
antibiotics became available can fully appre- 
ciate what a long way we have come in its 
management; the promptness and complete- 
ness with which its control can now be effected 
in most cases sometimes seems to verge on the 
miraculous. 
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DISCUSSION (Abstract) 


Dr. Hugh E. Hailey, Atlanta, Ga—The dermatologist 
is ever searching for the ideal topical agent, one that 
is non-irritating, non-sensitizing, odorless, stainless and 
highly effective. There are many acceptable prepara- 
tions but none yet to fulfill all requirements. Ten 
years ago the armamentarium of dermatology had two 
essentials: x-ray and boric acid. After nearly five years 
of military duty, I discovered that one can do a fair 
brand of skin work without the roentgen ray, leaving 
boric acid as the real secret weapon of the dermatol- 
ogist. 

My attack on infectious eczematoid dermatitis is a 
three-way one: (1) penicillin in injection; (2) sulfadia- 
zine by mouth; (3) boric acid wet dressings locally. Oc- 
casionally, I swing over to bacitracin and neomycin,® 
but my routine for a weeping, raw, crusted surface is 
boric acid whenever possible and practical. My results 
are not perfect, but they are better than they used 
to be. 


THE TREATMENT OF THE CHRONIC 
MIDDLE EAR* 


INCLUDING ANTERIOR MYRINGOTOMY IN 
SECRETORY OTITIS MEDIA AND THE 
PATHOGENESIS OF CHOLESTEATOMA 


By A. Bacsy, M.D. 
and : 
J. Brown Farrior, M.D. 
Tampa, Florida 


Conservative management is the treatment 
of choice in the overwhelming majority of 
cases of chronic otitis media. The recent 
articles on chronic otitis media have stressed 
the technical aspects of endaural surgery or 
the use of the newer antibiotics, neglecting 
the long established methods of treatment. 


*Read in Section on Ophthalmology and Otolaryngology, 
Southern Medical Association, Forty-Sixth Annual Meeting, 
Miami, Florida, November 10-13, 1952. 

*From The Southern Foundation of 
Tampa Muncipal Hospital, Tampa, Florida. 
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In this presentation, we want to stress the 
old fashioned, reviewing and stressing the 
value of the long taught method of cleansing 
and drying the chronic ear, mentioning a few 
specific indications for surgery and for con- 
servative management. 


CHOLESTEATOMA 


Some types of cholesteatoma can and 
should be treated conservatively; others de- 
mand operation and, in the majority, we 
must have a plan of interim treatment from 
the time operation is advised until it is ac 
tually accomplished. 


The local treatment of cholesteatoma is 
the treatment of choice in those uncompli- 
cated cases where the disease is accessible. 
When the attic perforation is large and the 
cholesteatoma is small, the diseased process 
may be reached by medication and attic irri- 
gations (Fig. 1), for nature has destroyed the 
scutum, achieving the same goal as the cur- 
rently popular modified radical mastoidec- 
tomy with preservation of the matrix of the 
cholesteatoma. 


Where the patient has a severe hearing 
loss, and the cholesteatoma is even reason- 
ably accessible and amenable to local treat- 
ment, only the complicated ear demands im- 
mediate operation. Interim treatment may 
be continued for weeks, months or years. We 
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A large attic perforation permits treatment of cholesteatoma 
by local measures. 


712 — 
(NE NOY | 
“an - 


Vol. 46 No. 7 BAGBY AND FARRIOR: CHRONIC MIDDLE EAR TREATMENT 


the ALLDIOG RAM 
the -20 
ng -10 
AVERAGE 
on- HEARING 
LO 
20 
HEARING 
50 
nd DEAFNESs__} 40 
de- 50 
we 60 
om 
ac- 
80 
is 90 
LOO 
dle. 110 
the L_ 120 4 
ess 64 i268 256 512 1024 2048 4096 8192 16384 
ine Fic. 2 
a Good or serviceable hearing in the presence of a small or inaccessible cholesteatoma is one of the strongest indica- “Fae 
lec- tions for early modified radical mastoidectomy. If left untreated, the cholesteatoma will involve the ossicles and ; y 
the produce irreversible deafness. , 
subscribe to that school of thought which be- good hearing, the modified radical mastoidec- 
ing lieves that a cholesteatoma expands from tomy with the preservation of the matrix will = 
- pressure which results from isolated pockets result in a lifetime of serviceable hearing. “ae 
sat of accumulated cholesteatomatous debris. In 2 
im- the already deafened ear, as long as the pock- 
lay ets can be kept open, local treatment may Small closed cholesteatoma 
We be continued with safety. 
The strongest indication for early opera- 


an tion in cholesteatoma is good or serviceable 
hearing (Fig. 2). In these cases, the pars 
tensor is usually normal and a small attic 
perforation (Fig. 3) makes the cholesteatoma 
inaccessible to local treatment. An uncon- 
trolled cholesteatoma expands inward, en- 
velops the ossicles, fixes the stapes and pro- 
duces an irreversible hearing loss. In these 
cases, the meticulous otological surgeon con- 
serves hearing through a modified radical 
mastoidectomy, following which the post- 
operative hearing will usually be unchanged 
or improved. Rarely, there will be a slight 
postoperative hearing loss but this is less 
than the eventual loss of hearing due to un- 
controlled, inaccessible cholesteatoma, the 


process which destroys the hearing while hk a 

the family physician advises, “Do not have mes ial | 

your ear operated upon or you will lose the 
i hearing which you have.” To stop this erro- Fic. 8 | 
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Pathogenesis—We postulate that choles- 
teatoma may result from untreated secretory 
Otitis media. We, therefore, believe that the 
adequate treatment of secretory otitis media 
in childhood will reduce the apparent in- 
creasing incidence of cholesteatoma. 


In the development of a cholesteatoma from 
secretory otitis media, the ear goes through 
the following phases: first, the child develops 
a secretory otitis media, the effusion filling 
the middle ear and infantile mastoid. With 
absorption of the aqueous portion, the effu- 
sion becomes gelatinous in consistency. The 
gelatin coagulates around the ossicles and 
seals the opening between the attic and the 
tympanum proper. This gelatinous barrier 
becomes replaced by fibrous adhesions. With 
further absorption the mastoid becomes 
sclerotic and Shrapnell’s membrane begins to 
retract. The retraction of Shrapnell’s mem- 
brane results in an eventual perforation, the 
ingrowth of squamous epithelium and the 
formation of cholesteatoma. The effusion 
within the tympanum proper may undergo 
complete resolution with or without the for- 
mation of adhesions within the middle ear. 

We advance this theory because we have 
seen many individual ears in the various 
stages described above. Every otologist has 
observed cases of secretory otitis media with 
retraction of Shrapnell’s membrane and dif- 
fuse clouding of the mastoid air cells. A num- 
ber of cases of cholesteatoma in the attic and 
effusion in the middle ear complain of a 
recent onset of deafness resulting from a re- 
cent secretory otitis media. We believe that 
this is a recurrent effusion and that, many 
years earlier, the primary pathologic condi- 
tion was otitis media with effusion. 


Prevention of Cholesteatoma.—The patho- 
genesis from secretory otitis, in our opinion, 
accounts for the apparent increase in preva- 
lence of cholesteatoma. The child with acute 
otitis media is given the sulfa drugs or anti- 
biotics. The exudate within the middle ear 
becomes sterilized but remains within the 
middle ear and mastoid as a secondary serous 
otitis media, the forerunner of the above- 
described pathogenetic process of choles- 
teatoma. Therefore, in prevention, we rec- 
ommend: 

(1) Wide anterior myringotomy and as- 
piration when there is the slightest suspicion 
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of primary or secondary otitis media with ef. 
fusion. The primary type is that which be. 
gins as an effusion, while the secondary type 
is the more gelatinous effusion or exudate 
which results from a smothered acute otitis 
media. 


(2) Secondary anterior myringotomy and 
aspiration two to three weeks after every case 
of acute otitis media in which the hearing or 
tympanic membrane does not return to an 
absolutely normal state. 

Technic of Myringotomy and Aspiration— 
A wide anterior myringotomy and aspiration 
of the middle ear is advocated as the treat- 
ment of choice in secretory otitis media. This 
is urged at the slightest suspicion of otitis 
media with effusion for, many times, we have 
been temporarily deceived by an ear that 
“just does not look right.” In some instances, 
a stab paracentesis with suction applied 
through the small opening has yielded no 
exudate while a wide myringotomy, with 
suction from the middle ear itself, will re- 
move a large glob of gelatinous material. 
Therefore, we feel that a stab paracentesis is 
inadequate either for diagnostic or thera- 
peutic purposes. 

The wide myringotomy is performed in 
the antero-inferior one-third of the tympanic 
membrane (Fig. 4). This anterior myringot- 
omy was taught to one of us (Farrior) by the 
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Anterior myringotomy permits aspiration of tenacious fluid 
from eustachian tube and anterior cul-de-sac of the attic 
as well as the tympanum proper. 
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late Dr. Raymond Hume, of New Orleans. 
Dr. Hume advocated the anterior myringot- 
omy because the greatest depth of the tympan- 
ic cavity is at this point, and because of the 
decreased danger of injury to the stapes and 
ossicular chain. In secretory otitis media, we 
recommend the anterior myringotomy be- 
cause of its proximity to the eustachian tube 
orifice and the anterior cul-de-sac of the attic, 
so that the effusion may be aspirated from 
the tympanic orifice of the eustachian tube 
and from the anterior cul-de-sac of the attic 
itself. It is always our hope that the myrin- 
gotomy will remain open for several days to 
a week or more, permitting adequate venti- 
lation of the middle ear and complete reso- 
lution of the pathologic process. 


Only through adequate aspiration can an 
effusion be thoroughly removed from the 
middle ear. For diagnostic aspiration, we 
utilize either an angulated blunt seventeen- 
gauge needle or the small suction tip manu- 
factured by Storz. These small tips are in- 
adequate when the effusion is mucoid or gela- 
tinous and a larger tip is necessary.* For 
scientific study of the effusion, we recom- 
mend the Senturia trap. In some instances, 
the effusion is so tenacious that it is neces- 
sary to grasp it with an aural forceps to re- 
move it from the middle ear. This most 
tenacious type of effusion could not be diag- 
nosed by a stab paracentesis with inadequate 
aspiration. 


CHRONIC SUPPURATIVE OTITIS MEDIA PREVENTION 


Chronic suppurative otitis media usually 
results from the inadequate treatment of 
acute suppurative otitis media. The ade- 
quate treatment of acute otitis media with 
medical therapy, primary or secondary myrin- 
gotomy and, if necessary, a timely simple 
mastoidectomy should result in an even great- 
er decrease in the incidence of chronic mas- 
toiditis. 

We define the adequate medical treatment 
of acute suppurative otitis media as the use 
of large doses of antibiotics or sulfa drugs 
until the tympanic membrane regains its nor- 
mal translucency. The actual dose will vary 
with the individual patient, the time interval 


m In these circumstances, we use the one or two millimeter 
ction tip manufactured by Surgical Mechanical Research. 
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usually varying from five to ten days and 
sometimes longer. 

Myringotomy and its value have been de- 
bated subjects since the advent of our pres- 
ent therapeutic methods. We advocate early 
primary myringotomy in acute suppurative 
otitis media; however, we do not argue with 
the practitioner who wishes to use medical 
treatment in the early phases. We do argue 
and insist upon secondary myringotomy 
whenever there is delayed resolution of the 
otitis media as evidenced by a dull tympanic 
membrane or audiometric loss in hearing. 
These findings usually indicate retained exu- 
date within the middle ear. Only through 
secondary myringotomy and the aspiration 
of the exudate can a chronic or deaf ear be 
prevented. We feel that this secondary myrin- 
gotomy, usually in the second or third week 
of the otitis media, is now more important 
than the long taught early myringotomy. 


Much of our tonsil and adenoid surgery 
is performed because of recurrent otitis media. 
We wish to stress the necessity and the value 
of adenoidectomy in the prevention of recur- 
rent acute otitis media. Whenever there is 
the slightest suspicion of retained fluid with- 
in the middle ear, we perform a wide an- 
terior myringotomy and aspiration of the 
middle ear at the time of the tonsil and ade- 
noid surgery. If there is no surgical adenoid 
tissue, we follow our myringotomies with 
nasopharyngeal radium therapy. We want to 
recommend to you the combined tonsillec- 
tomy, adenoidectomy and myringotomy. If 
the adenoidectomy is to stop the recurrence 
of middle ear infection, the middle ear must 
receive simultaneous treatment. 


A timely simple mastoidectomy will pre- 
vent most acute ears from becoming hope- 
lessly chronic. When an acute suppurative 
otitis media has not responded to adequate 
medical therapy and secondary myringotomy 
or when there is a recurrence or recrudescence 
of the acute otitis media after the secondary 
myringotomy, a simple mastoidectomy should 
be performed. With all of our wonderful 
drugs, we still adhere to the timeworn rule 
that any acute draining ear persisting for 
longer than three weeks should have a simple 
mastoidectomy. Because of many myringot- 
omies and timely adenoid surgery, we per- 
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form very, very few simple mastoidectomies. 
They are less than two per cent of our ear 
surgery. Even so, we are inclined to apolo- 
gize to the patient for the necessity of a sim- 
ple mastoidectomy. This apology is not war- 
ranted. A simple mastoidectomy is a time 
proven and essential part of the otological 
armamentarium and has been too infrequent- 
ly performed in the past ten years. In order 
to prevent chronic otitis media, we hope that 
in the next decade, more simple mastoidec- 
tomies will be done. 

Treatment.—Chronic suppurative otitis 
media is treated and described depending 
upon the variations in the existing pathologic 
condition including central perforations, per- 
sistent otorrhea, persistent granulations and 
secondary cholesteatoma. 

Central perforations can and should be 
treated with local measures. These infec- 
tions are likely to recur. The acute exacer- 
bations may be treated with systemic chemo- 
and antibiotic therapy in addition to the de- 
scribed local treatment. In a chronic ear 
which will become completely dry, recurrent 
infections are rarely an indication for sur- 
gery. 

The chronic sclerotic ear which presents 
persistent mild suppuration may be treated 
locally for months or years. These usually 
require the wet treatment to permit adequate 
drainage of the minimal suppuration. 

Granulation tissue usually indicates bony 
involvement, requiring ultimate mastoid sur- 
gery. If the granulation tissue arises from 
the ossicle or the mucous membrane, it may 
respond to local treatment. Interim local 
treatment, as cauterization and aural polypec- 
tomy should be performed until such time as 
surgery can be arranged. 

Use and Abuse of Drugs—The systemic use 
of chemo- and antibiotic therapy is of great 
value in controlling the acute exacerbations 
of the chronic suppurative ear and in localiz- 
ing complications; however, they are of little 
or no value in the treatment of the chronic 
ear itself. The quadrillions of units of anti- 
biotics which have been wasted on chronic 
ears is the only numerical figure which ex- 
ceeds our national debt. 


These drugs may temporarily smother a 
chronic ear but we know of no true chronic 
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ear which has been cured by the miracle 
drugs. 

The treatment of chronic suppurative otitis 
media is primarily a matter of mechanical 
measures. The antibiotics and sulfa drugs 
locally applied will do more harm in devel- 
oping sensitivity and drug resistance than 
they will ever be of value in curing the in- 
fection. We, therefore, advise against their 
topical use and rely upon the old fashioned 
methods of local treatment. 

Local Treatment.—The local treatment of 
chronic otitis media including cholesteatoma 
is divided into two phases, the wet and the 
dry. 

The wet phase of treatment consists of the 
use of eardrops and the mechanical cleansing 
of the ear with aspiration, politzerization and 
attic irrigations. It is the first phase in the 
treatment of a chronic ear. We prescribe 
eardrops containing urea’? or carbamide in 
a glycerin base. The patient uses these 
drops for a week or more before beginning 
manipulation within the ear itself. In cleans- 
ing, we utilize a procedure recommended by 
Dr. Harvey Searcy. A small pledget of moist 
cotton is placed in the middle ear. The suc- 
tion tip is then placed against the cotton and 
the exudate removed without hurting the pa- 
tient. This procedure is usually performed 
before and after inflations of the eustachian 
tube. 

When the eardrops have softened the 
cholesteatoma, we begin attic irrigations. 
The best attic irrigator is home made. The 
bevel is removed from a twenty-two gauge 
spinal needle; the distal two to three milli- 
meters of the needle are bent at right angles 
to the shaft; a flat curve is then placed in 
the shaft to allow visualization of the end of 
the, needle when it is attached to the three 
centimeter Luer-Lock fingertip syringe. The 
attic is irrigated with normal saline and the 
debris removed with suction. As the patient 
doctor relationship improves, the attic may 
be irrigated with increasing strength alcohol 
and, sometimes, ether. When the attic per 
foration is adequate to permit accessibility to 
the pockets of the cholesteatoma, we feel that 
this procedure accomplishes the same goal 
as the modified radical mastoidectomy with 
preservation of the matrix. 


( 
( 
‘ 
‘ 
= 


Vol. 46 No. 7 


When the middle ear has been adequately 
cleansed with drops, aspiration, politzeriza- 
tion and attic irrigations, the dry treatment 
begins. 

This consists of dusting the cavity with 
half and half boric acid and Sulzberger pow- 
der. The walls of the middle ear should 
contain only a light frosting. All excess 
should be blown away or removed with the 
suction tip so that there is no accumulation 
or caking of the powder within the middle 
ear cavity. When the dry treatment is begun, 
the patient is seen a few times each week. 
When there is residual powder from the pre- 
ceding visit, the dry treatment is continued. 
If the otorrhea is so copious that all powder 
is washed away, we revert to the wet treat- 
ment until such time as the dry treatment 
may again be attempted. 


When the ear eventually becomes dry, we 
may attempt to close the central perforation 
by cauterizing the margins with trichloracetic 
acid and applying a prosthesis as recom- 
mended by Stinson,* of Memphis. 


Indications for Operation.—In the over all 
picture of chronic suppurative otitis media, 
including the variations from central perfora- 
tions to extensive destruction, an estimated 
80 per cent of cases can and should be treated 
with the described local methods; in an esti- 
mated 15 per cent, operation is elective; and 
only 5 per cent demand operation. In our 
opinion, the primary indications for opera- 
tion in the chronic ear are as follows: 

(1) Good hearing in the presence of choles- 
teatoma: the indication for a modified radi- 
cal mastoidectomy with the preservation of 
the matrix. 


(2) Inaccessible cholesteatoma: the indica- 
tion for a modified or radical mastoidectomy 
depending upon the hearing and the extent 
of the disease. 

(3) Persistent suppuration following a re- 
cent acute ear; in actuality, this is an acute 
ear which has been neglected rather than a 
true chronic ear. Here, operation is neces- 
sary but disappointing because of the ramifi- 
cations and the inaccessibility of the peri- 
labyrinthine and petrous air cells. Depend- 
ing upon the hearing and the disease within 
the middle ear, we may try a simple or com- 
plete mastoidectomy with removal of the 
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mastoid tip, exteriorization of the attic and 
delineation and drainage of the accessible 
perilabyrinthine cells, or the above-described 
with a modified radical mastoid flap or a 
complete radical mastoidectomy. With any 
surgery in these ears, there is likely to be 
persistent mild otorrhea. 

(4) Persistent granulations and suppura- 
tion in a sclerotic ear: this is usually an indi- 
cation for complete radical mastoidectomy. 

(5) Secondary cholesteatoma developing in 
the presence of persistent granulations and 
suppuration in a sclerotic or pneumatic ear: 
this is usually an indication for complete 
radical mastoidectomy. 

(6) Acute exacerbations of chronic suppura- 
tive otitis media usually require surgery. The 
recurrent central perforations are an excep- 
tion to this rule, for these recurrent infections 
will usually respond to systemic therapy and 
the described local measures. When an acute 
exacerbation occurs in the presence of an 
already surgical ear, the acute exacerbation 
should be smothered with adequate chemo- 
or antibiotic therapy before the surgery itself 
is performed. 

(7) Pending or apparent complications are 
usually an indication for a modified or rad- 
ical mastoidectomy and operation upon the 
complication itself. Chemo- and antibiotic 
therapy should be administered in adequate 
doses prior to operation. 


SUMMARY 


(1) Cholesteatoma may be treated when the 
disease is accessible. 

(2) In the presence of cholesteatoma, good 
hearing is a prime indication for early modi- 
fied radical mastoidectomy to prevent deaf- 
ness. 

(3) The theory is advanced that untreated 
otitis media with effusion may cause choles- 
teatoma. 

(4) Wide anterior myringotomy with suc- 
tion is recommended in suspected cases of 
otitis media with effusion. 


(5) Secondary myringotomy with aspiration 
is advocated if the hearing or drum has not 
returned to normal two to three weeks after 
all cases of acute otitis media. 

(6) More simple mastoidectomies should 
be performed. 
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(7) In chronic otitis media, operation is the 
exception whereas the time tried measures 
of mechanical and chemical cleansing of the 
middle ear will diminish the discharge so that 
dry treatment with boric acid and Sulzberger 
powder will suffice the majority of cases. 
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LEFT RECURRENT LARYNGEAL 
NERVE PARALYSIS IN A PATIENT 
WITH ARTERIOSCLEROTIC 
HEART DISEASE* 


By ArtTuur B. Tasunek, M.D. 
Houston, Texas 


The occurrence of left laryngeal nerve 
paralysis in patients with heart disease with- 
out associated dilatation of the aorta appar- 
ently is relatively rare. Only thirty-one such 
cases proven by necropsy have been re- 
ported.!® Of these, only two were associated 
with arteriosclerotic heart disease,2 and a 


third, not proven by autopsy, has been re-— 


ported recently.1® It is for this reason that 
the following case is reported. 


A. W., a white woman, age 63 years, was admitted 
to the hospital on June 15, 1949, complaining of 
smothering spells and swelling of the ankles of three 
weeks duration. She was previously in the hospital 
from April 7 to April 29, 1949, for the same com- 
plaint. She had inflammatory rheumatism at the 
age of 14 years and had had a “leaky” heart for over 
30 years. Hypertension was said to have been present 
for approximately ten years before admission, and 
shortness of breath was noted for the last three years 
upon exertion. Approximately four and a half months 
before admission, she had an attack characterized by 
inability to talk above a whisper, and this condition 
persisted to the time of admission. Approximately 
three weeks before admission she became orthopneic, 
and one week later she was told that she had pneu- 
monia. The abdomen and ankles began to swell the 


*Received for publication December 19, 1952. 

*From the Department of Medicine, Baylor University Col- 
lege of Medicine and Jefferson Davis Hospital, Houston, 
Texas. 
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day before admission, and she began to raise a 
whitish, frothy sputum which was blood tinged upon 
occasions. 


She was a well nourished, orthopneic, acutely il] 
woman in her early sixties, who was unable to speak 
above a whisper. The arterial pressures were 126 
mm. of mercury systolic and 66 mm. diastolic. The 
heart was enlarged to the anterior axillary line on the 
left, and 1 cm. to the right of the sternal border on 
the right. A blowing, systolic murmur was present 
at the apex. Rales were heard at the bases of both lungs 
posteriorly, and the liver was slightly enlarged but not 
tender. Pedal or sacral edema was not demonstrable, 
Examination of the larynx by members of the oto- 
laryngologic staff confirmed the diagnosis of a paraly- 
sis of the left vocal cord. 


She responded to therapy consisting of a low sodium 
diet, mercurial diuretics, and digitalis; she was dis- 
charged on April 29, 1949. The hoarseness remained 
the same. 


She returned to the hospital on June 15, 1949, again 
in cardiac failure of three weeks duration. The 
cardiac findings were practically the same as on the 
previous admission, but the liver was large and tender, 
and the legs were extremely edematous. She failed 
to respond to treatment, and died after a generalized 
convulsion on June 22, 1949. 


At necropsy the heart weighed 480 grams with 
hypertrophy and dilatation of both ventricles and 
areas of fibrosis in the wall of the left ventricle. The 
mitral leaflets were slightly thickened. Sections of the 
myocardium revealed areas replaced by dense scar 
tissue, arteriosclerosis of the coronary arteries, and 
occlusion of the descending branch of the left coro- 
nary artery. The lungs and liver showed evidence of 
passive congestion, and the myelin sheath of the left 
recurrent laryngeal nerve obtained from a site be- 
tween the aorta and left pulmonary artery was swol- 
len and vacuolated with beginning fragmentation of 
the sheath. The left atrium was moderately dilated. 

The anatomical diagnosis was arteriosclerosis of the 
coronary arteries; occlusion of the anterior descend- 
ing branch of the left coronary artery; healed myo- 
cardial infarcts; sclerosis of the anterior leaf of the 
mitral valve; chronic passive congestion of lungs and 
liver; and degeneration of the left recurrent laryn- 
geal nerve. The intima of the aorta was covered with 
irregular, raised yellow plaques. The aorta was not 
dilated. 


The presence of persistent hoarseness in a 
patient with cardiovascular disease strongly 
suggests a paralysis of the left recurrent laryn- 
geal nerve. Such a paralysis focuses attention 
upon dilatation of the aorta, since it is one 
of the cardinal signs of that condition. Paral- 
ysis of the left recurrent laryngeal nerve, 
however, may be present in rheumatic heart 
disease and in arteriosclerotic involvement 


of the coronary arteries without demonstrable 
dilatation of the aorta. Thompson and Kirs- 
tin! reviewed the literature in 1948 and were 
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able to find thirty-one cases coming to nec- 
ropsy with left recurrent laryngeal nerve 
paralysis and heart disease. In most of the 
reported cases it has been associated with con- 
genital heart disease,3457817 mitral ste- 
nosis,® 1° 1115 17 and less frequently with dila- 
tation of the left pulmonary arteries,!? ad- 
hesive pericarditis'* and left arterial throm- 
bosis.'* Only three cases, those reported by 
King, Hitzig and Fishberg? and Zelman and 
Nice,!® are associated with arteriosclerosis of 
the coronary arteries. 


The cause of the paralysis may be due to 
a variety of conditions: (1) direct contact 
with the nerve, such as dilatation of the left 
pulmonary artery as suggested by Thompson 
and Kirstin,! (2) an abnormal position or 
scar formation causing excessive pressure to 
occur from surrounding structures, such as a 
more medial attachment of the ligamentum 
arteriosum as suggested by Vartio and Hal- 
onen,’> (3) dilatation of the aortic arch which 
causes stretching of the nerve. There are a 
number of other variables which may influ- 
ence the effectiveness of the pressure: (1) 
lymph nodes lying in contact with the nerve 
as suggested by the studies done on cadavers 
by Dolowitz and Lewis,!7 (2) atheromas and 
sclerosis of the pulmonary artery as suggested 
by Notkin.? One can readily see the numer- 
ous possibilities which can be found at autop- 
sy, and to add further confusion, King, Hitzig 
and Fishberg? stress dynamic dilatation in 
vivo. 

It is well known that the pressure in differ- 
ent parts of the circulatory system changes as 
further damage occurs; therefore, the nerve 
may have been paralyzed by a dilated vessel 
during some phase of the illness yet the ves- 
sel will appear normal at necropsy. This is 
given added importance by Zelman and 
Nice® who found left ventricular failure in 
their cases of arteriosclerotic heart disease. 
This could account for the dilatation of the 
pulmonary vessels from pulmonary hyperten- 
sion with resultant pressure on the nerve 
which occurred in our case. However, paral- 
ysis of the nerve is rare in arteriosclerotic 
heart disease. 


In my patient the history of rheumatic 
fever at the age of 14 years, the very slight 
thickening of the anterior leaflet of the mitral 
valve, and the moderately dilated left atrium 
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would suggest that the patient had an old 
rheumatic heart disease. On the other hand, 
the residual was undoubtedly of very mini- 
mal involvement and was of no practical sig- 
nificance in this patient’s illness. The dam- 
age to the left recurrent laryngeal nerve was 
present at the site between the arch of the 
aorta and the left pulmonary artery without 
demonstrable widening of the aorta. This 
would indicate that the pulmonary artery was 
at fault since no enlargement of lymphoid 
tissue or other adjacent structures was present. 
The left pulmonary arteries appeared to be 
displaced upward. Whether or not paralysis 
was due to the moderately enlarged left 
atrium or the chronic increase in the intra- 
pulmonary pressure is unknown. 


SUMMARY 


The presence of left recurrent laryngeal 
nerve paralysis in a case of arteriosclerosis of 
the coronary arteries coming to necropsy is 
reported. Only two other such cases have 
been reported. The mechanism of paralysis 
in this case is discussed briefly. 
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DUANE RETRACTION SYNDROME: 
A STRABISMUS PROBLEM* 


By Rotanp H. Myers, M.D. 
Memphis, Tennessee 


Stilling reported a case in 1887 that is now 
recognized as the retraction syndrome. In 1896 
Bahr apparently became the first person to 
recognize the retraction entity. Duane, in 
1905, reported a series of cases, and since then 
it has been called Duane’s retraction syn- 
drome. It is a congenital paralysis of the 
lateral rectus muscle of an eye, the muscle 
consisting primarily of fibrous tissue. The 
amount of fibrous tissue replacement deter- 
mines the degree of motility lost. It may vary 
from a mild degree to complete loss of func- 
tion of the muscle. The variations may be 
due further to an abnormal insertion or rig- 
idity of the internal rectus muscle and to a 
deficiency of cheek ligaments. 

The syndrome may occur unilaterally or 
bilaterally. When bilateral there may be com- 
plete deficiency of abduction. When the af- 
fected eye is adducted it shows retraction and 
narrowing of its palpebral fissure and defi- 
ciency of convergence. 

The essential features of the syndrome as 
pointed out by Aebli are as follows: 

(1) Complete or, less often, partial absence of ab- 

duction in the affected eye. 

(2) Partial, rarely complete, deficiency of adduction 
in the affected eye. 

(3) Retraction of the globe when the eye is ad- 
ducted, rarely when it is abducted. 

(4) An oblique movement of the affected eye either 
up and in or down and in when the impulse 
to adduct is given. 

(5) A narrowing of the palpebral fissure in adduc- 
tion with a tendency to widen with abduction. 

(6) A paresis or marked deficiency of convergence, 
the affected eye remaining fixed in the primary 
position while the sound eye is converging. 


I should like to add: 


The majority of cases have fusion in the 
binocular field of vision (concomitant area) 
but quickly suppress in the incomitant area 
or field of action of the affected muscle. 

Slight head tilt toward affected muscle in 
some cases. 

Positive angle kappa in majority of cases, 
the angle great enough in some cases to pro- 
duce a pseudo-divergent squint effect. 


*Read in Section on Ophthalmology and Otolaryngology, 
Southern Medical Association, Forty-Sixth Annual Meeting, 
Miami, Florida, November 10-13, 1952. 
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The majority of Duane’s syndrome cases 
have good fusion in the primary field or in 
the field of habitual tilt and cosmetically ap. 
pear normal, with defect manifested only 
when the patient rotates his eyes into the 
field of the affected muscle, where suppres. 
sion quickly takes place, preventing diplopia. 
Eleven cases have been seen in our clinic dur- 
ing the past five years. A resumé of the eleven 
cases reveals the following averages: 

(1) Fusion ability of some degree in all cases 

(2) Positive angle kappa in all cases (ranged from 

to 5 degrees) 

(3) Visual acuity 20/30 to 20/20 

(4) Vertical element present 63.7 per cent 

(5) Head turn or tilt 45.4 per cent 

(6) Bilateral to some degree 72.8 per cent 

(7) Hereditary 9 per cent 

(8) Nine per cent had a congenital defect of other 

parts of body (club feet) 

(9) In primary position with no head turning 
Dist. 54.5 per cent had eso under 10 pr. 
diopters (ranged from 0 to 30 pr. diopters) 
Near 72.8 per cent had eso under 10 pr. 
diopters (ranged from 10 exo to 35 eso) 
Convergence near point ranged from 6 to 13 
cm. averaging 8 cm. 

Prism convergence ranged from 5 to 30 prism 
diopters, averaging 19 prism diopters 
Prism divergence ranged from 2 to 6 prism 
diopters, averaging 2 prism diopters 

(13) None complained of diplopia 

(14) One case was operated for cosmetic reasons 

A few cases show enough convergent 
strabismus to be improved cosmetically by 
recession of the internal rectus muscle and 
free tenotomy of any abnormal bands. This 
leaves lateral movements unchanged but les- 
sens the retraction on adduction, thereby de- 
creasing the deformity enough to satisfy the 
patient and family in most cases. If the up- 
shooting of the eye is great enough to need 
cosmetic attention, a myomectomy or reces- 
sion of the inferior oblique should be per- 
formed. According to Scobee, the Hummel- 
shein operation is not to be considered; how- 
ever, by others it has been suggested. Orthop- 
tic training is of little value. 

In summary, the greatest problem that con- 
fronts the physician is convincing the parents 
that usually nothing needs to be done and 
that normally functioning muscles cannot be 
obtained by orthoptic exercises, operation OF 
the wearing of lenses. 

I wish to express my appreciation to Miss Jean Rob- 
inson for her orthoptic observations on these cases ané 
for preparing the slides and pictures. 
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CORTISONE AND CORTICOTROPIN 
IN SNAKE VENOM POISONING 


The relative ineffectiveness of standard 
treatment for patients bitten by poisonous 
snakes has long been apparent. Such therapy 
has consisted of local measures and specific 
antivenom administration. Procedures, such 
as incision, suction and application of tourni- 
quets, to prevent the spread of the injected 
venom, are effective only very soon after the 
snake bite and lose their value if delayed. 
Other steps such as cold application and ele- 
vation of the affected part are directed toward 
relief of the associated edema. Antivenom is 
often unobtainable during the period when 
it would be most effective, that is, one to two 
hours following the poisonous bite. 

Based upon the fact that venom is a foreign 
protein and the knowledge that cortisone and 
corticotropin (ACTH) inhibit local tissue 
reaction to such substances, Hoback and 
Green’ have recently used these drugs in treat- 
ing three young patients who were bitten by 


enom Poisoning wit rtisone a rticotropin. J.A.M.A., 
152:236 (May 16) 1953. 
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presumably poisonous snakes. Cortisone was 
administered orally in the usual recommended 
dosage, and it apparently resulted in rapid 
improvement in the clinical symptoms with 
a pronounced decrease in morbidity. Al- 
though only a small quantity of corticotropin, 
one 25-milligram intramuscular injection, was 
administered to the third patient the clinical 
response was equally good. 

Further reports of such therapy will un- 
doubtedly be forthcoming in the near future, 
and they will bear thoughtful analysis by 
physicians in the snake-bite areas. 


THE SALT DEPLETION SYNDROME 


Salt depletion regimens are not the innocu- 
ous procedures they were once thought to be. 
For some years it has been recognized that 
prolonged and punctilious deprivation of so- 
dium chloride may lead to severe complica- 
tions and even death, especially when used in 
combination with other agents that deplete 
the body of this important electrolyte. The 
increasing use of mercurial diuretics and the 
more general availability of virtually salt-free 
diets have made the syndrome of salt de- 
pletion a rather common entity. Likewise, 
removal of excessive amounts of fluid from 
serous cavities may augment the precipitation 
of such a deficiency state. 


For reasons that are not clear the presenting 
clinical picture may vary from one of dehydra- 
tion to one of static or increasing edema. 
There are early manifestations of anorexia, 
weakness, and apathy, and progressive renal 
failure appears despite the continued adminis- 
tration of mercurial diuretics. Nausea and 
vomiting ensue, but thirst is usually not an 
outstanding symptom. Cramps in the abdo- 
men and large muscle groups are occasionally 
a prominent feature, and mental aberration 
sometimes occurs. Pre-existing renal disease 
may predispose to the development of this 
syndrome. 

In patients with low salt syndrome charac- 
terized by hypovolemia, the serum sodium and 
chloride values may actually be normal or 
only slightly lowered. An increase in the level 
of plasma proteins indicates that hemoconcen- 
tration has occurred. Azotemia in these pa- 
tients is usually present as a result of the de- 
creased renal blood flow subsequent to the 
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hypovolemia. Evidence of acidosis is invari- 
ably present. The tongue and skin are dry, 
and the latter loses its elasticity. 


Cases of this syndrome associated with an 
increase in extracellular fluid volume may be 
mistaken for irreversible cases of so-called “‘re- 
fractory heart failure’ of other causes. The 
possibility of salt depletion should always be 
considered. These patients show no evidence 
of hemoconcentration and the serum sodium 
and chloride values may reach very low levels. 
The extracellular spaces become engorged 
with electrolyte-poor fluid. Renal failure en- 
sues, resulting in increasing evidences of azo- 
temia and acidosis. Both clinical types of salt 
depleted patients respond well to the intra- 
venous administration of hypertonic saline. 


Certainly, salt depletion regimens are valu- 
able adjuncts to therapy, but their use may 
at times precipitate serious complications 
which, when recognized, are readily amenable 
to proper therapy. In order to prevent these 
abnormalities it may be wise to determine 
periodically blood urea nitrogen levels. Al- 
though urinary chloride concentration may 
not always reflect the amount of salt in the 
urine, such a determination, for the most part, 
may serve as an indication of the approach- 
ing deficiency state. Perhaps it would be of 
value simply to ascertain the daily urinary 
volume. A marked fall in output not accom- 
panied by a proportionate decreased fluid in- 
take will serve as a forewarning in some in- 
stances.? 


UNITS USED IN BODY FLUID 
MEASUREMENTS 


There is an obvious need for the adoption 
of a universal method for the measurement 
of concentration of plasma solutes, as shown 
by the confusion apparent in many clinical 
reports today. The use of milligrams per cent 
is itself inaccurate, and the use of milligrams 
per hundred milliliters is outdated and has 
no place in body fluid measurements. Wheth- 
er the discussion involves osmotic behavior 
or chemical reactivity, the important physio- 
logic properties are not a direct function of 
the weight, but rather of the number and type 
of the various ions, molecules and equivalents 
present in a given volume. 


1. Holley, H. L.: The Salt Depletion Syndrome. Sou. Med. 
J., 45:153-160 (Feb.) 1952. 
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For easy interpretation, concentrations 
should be expressed in the appropriate ionic 
or molecular terms. The fundamental basis 
for such terminology is the equivalent (Eq) 
and the mole (M), or their variants when ex. 
pressing concentration, that is, equivalents per 
liter (Eq/L) and moles per liter (M/L). An 
equivalent is that weight of a substance which 
possesses the same electrochemical activity as 
the prescribed standard, namely, one gram of 
hydrogen ion, whereas a mole is the molecular 
weight of a substance expressed in grams. 
With monovalent ions or particles, 1 Eq/L is, 
of course, the same as | M/L. When dealing 
with bivalent ions or particles, 1 M/L equals 
2 Eq/L. The term “osmole” is used to express 
osmotic pressure. One osmole is that weight of 
a substance which, when dissolved in one liter 
of water, will exert an osmotic pressure equiv- 
alent to that exerted by one gram-molecular 
weight of a completely unionized substance 
dissolved in the same quantity of water. 

In applying units to body fluids it is usually 
more convenient to employ smaller units of 
measure, for example, the milliequivalent 
(Eq/1000) and the millimole (M/1000). 

Similarly, in osmotic considerations, we 
speak of milliosmoles per liter of water 
(mO,M/L H,O). This represents the sum of 
the milliosmolar concentrations of the various 
components of the blood plasma. 

A convenient formula has been devised for 
conversion of the conventional term, milli- 
grams per 100 ml., (Mg/100 ml.) to mEq/L: 
Mg/100 ml. « 10 x Valence 

Atomic Weight 


The conversion of milligrams to millios- 
moles may be determined in the same manner 
with the exception that multiplication by the 
valence should be omitted. A milliequivalent 
of HCO j is the same as a milliosmole. Pro- 
tein may be converted from grams per 100 cc. 
to milliosmoles per liter by multiplying grams 
per 100 cc. by 2.43 and dividing by 8.1? 

The chemical constituents of the body fluids 
are thus expressed in terms of their “physio- 
logic power ratings” which, when understood, 
render laboratory data more useful in both 
diagnosis and treatment. 


mEq/L = 


1. Drabkin, David L.: 


Potassium: Orientation; Architecture 
of Body Fluids; Physiological Regulations, 


in, Pennsylvania 


University Graduate School of Medicine, Advances in Medicine 
and Surgery, p. 
1952. 

2. Moyer, C. A.: Fluid Balance, p. 25. Chicago: The Year 
Book Publishers, Inc., 1952. 
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MESSAGE FROM THE PRESIDENT 


President’s Page 


To the Members of the Southern Medical Association: 


The medical profession can be justly proud of its 
activities in the past few years. Government control 
has been forestalled. This was accomplished by co- 
operation. The auxiliaries certainly played a major 
part. The installation and promulgation of voluntary 
health insurance was the foundation upon which the 
fight was made. 

This victory has been accepted with rejoicing but 
must not be regarded as permanent. Vigilance must 
continue. It is not likely that socialized medicine will 
be attempted with one major bill but gradually by 
insiduous infiltration make its inroads. 

The status of our public relations will determine 
our future. The composite state of these relations is a 
summary of the feeling between the doctor and his 
patient. This personal relationship must be improved. 
The patient appreciates the great scientific strides of 
the past fifty years; he realizes the improvement in 
technical skill of the modern specialist; but unless he 
can get service when sick, it avails him nothing. He 
wants a doctor when he or his family is in need. He 
also wants that this physician not only be competent 
and efficient but that he be treated fairly in his eco- 


nomic dealings. There would be no trouble with 
public relations if each physician in dealing with his 
patients used the Golden Rule as a guide! 

The insurance program is .till being pushed and 
we are hopeful that our fifty per cent quota may yet 
be reached, so that all our membership may be granted 
policies. 

The summer is slipping past rapidly. Vacation time 
is here. It is only a short time until our next annual 
meeting. Atlanta will be our host and they always 
do a good job of entertaining. The dates are Oc- 
tober 26-29. Unfortunately hotel space will be limited 
and I urge you to make your reservations early. Now 
is the time to write for those reservations. This 
should be the largest attendance in the history of 
the Southern Medical Association. The various sec- 
tions will certainly present a group of varied, inter- 
esting and practical programs to meet the desires of 
physicians in all branches of medicine. Ask your as- 
sociate or fellow practitioner if he would not like to 
join the SMA. Be sure to make your reservations. 
Do it now! See you in Atlanta October 26-29. 


WALTER C., JONES, M.D., President 


Miami, Florida, June 15, 1953. 
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TWENTY-FIVE YEARS AGO 
FROM JOURNALS OF 1928 


Colloidal Lead for Cancer.1i—In view of the success 
claimed in the treatment of malignant disease by 
means of colloidal lead, I visited Liverpool in April, 
1926, and with Professor Blair Bell’s permission saw 
some of the patients who had been submitted to the 
treatment and observed the technique of the process. 
. . . It was considered necessary by the Cancer Hos- 
pital that the method should be fully investigated. . . . 
Of forty patients who have received 0.2 gram or more 
of colloidal lead intravenously, only one has shown 
any improvement, while the majority are dead or 
obviously much worse than before treatment . . . 
there is no support for the statement that colloidal 
lead exerts a beneficial influence upon the progress 
of a malignant growth .. . it is certainly a difficult 
and dangerous therapeutic method. 

Pancreas in B Deficiency.2A—During polyneuritis, 
metabolic disturbances occur involving a_ certain 
amount of inactivation of the pancreas. . . . In cases 
of “dry” beriberi, the pancreas has been found in- 
capable of lipoclastic and tryptic digestion. 


Etiology of Yellow Fever3—A Board of United 
States Army officers in 1900-1901 discovered the man- 
ner in which mosquitoes transmit yellow fever from 
man to man, a theory announced and advocated by 
Dr. Carlos Finlay since 1881. . . . In the course of 
the last half century several yellow fever parasites 
have cropped up as the result of more or less (more 
often less) painstaking efforts on the part of enthusi- 
astic investigators . . . Noguchi’s Leptospira . . . has 
been kept before the scientific world as the etiologic 
agent for the last eight years. . . . Noguchi’s name 
constituted a trade mark (if you will allow the term) 
that offered unusual guarantee of excellent and thor- 
ough scientific research, just as Sanarelli’s name did, 
in the case of his Bacillus icteroides. . . . A culture 
of Leptospira icteroides was graciously furnished by 
Dr. Noguchi to my colleague Dr. Lebredo. 

The cultural characteristics and resultant lesions 
seemed to us not unlike those of Leptospira ictero- 
hemorrhagiae of Weil’s disease. . . . L. icteroides 
fails to infect mosquitoes so that in due time the Iat- 
ter may infect man. . . . Any vaccine or serum pre- 
pared with L. icteroides can be of no value either 
protective or curative as regards yellow fever. 


1. Wyard, Stanley: Report on the Treatment of Malignant 
Disease by Colloidal Lead. Brit. Med. J., 1:838, 1928. 

2. Rosedale, C. J.; and Oliveiro, C. J.: Studies on the 
Antineuritic Vitamins. Properties of the “‘curative’’ substance. 
Biochem. J., 22:1363, 1928. 

3. Agramonte, Aristide: Some Considerations upon the 
Etiologic Agent in Yellow Fever. Ann. Int. Med., 1:977 
(June) 1928. 


Book Reviews 


The Founders of Neurology. One Hundred and Thir- 
ty-Three Biographical Sketches. Prepared for the 
Fourth International Neurological Congress in Paris, 
By Eighty-Four Authors. Edited by Webb Hay- 
maker, M.D., Chief, Neuropathology Section, Armed 
Forces Institute of Pathology, Washington, D. C. 
With the bibliographical and editorial assistance of 
Karl A. Baer, Bibliographer, Army Medical Library, 
Washington, D. C. 479 pages. Springfield, Illinois: 
Charles C. Thomas, Publisher, 1953. Price $10.50. 
This volume contains biographical sketches of 133 

of the past masters of neuroanatomy, neurophysiol- 

ogy, neuropathology, clinical neurology and neurosur- 
gery. It will be of value to those having special inter- 
ests in these fields or in the field of medical history. 

Most of the biographies are accompanied by photo- 

graphs or illustrations of these subjects. 


Standard Values in Blood. Being the first fascicle of a 
Handbook of Biological Data. Edited by Errett C. 
Albritton, A.B., M.D., Fry Professor of Physiology, 
The George Washington University. Prepared under 
the Direction of the Committee on the Handbook 
of Biological Data, American Institute of Biological 
Sciences, The National Research Council. 199 pages. 
Philadelphia: W. B. Saunders Company, 1952. Price 
$4.50. 


This collection of about 100 tables covers physical, 
immunological, histological and chemical data of 
blood useful to investigators in various fields of biol- 
ogy and medicine. 

The data in these tables have been compiled and 
authenticated by literally hundreds of experts, and 
they should have a high degree of reliability. The re- 
viewer has noticed only one error which is not typo- 
graphical. In Table 94, line 19, column C, the value 
for the free carbon dioxide content of cells in arterial 
blood in the male is obviously in error. Correction of 
this error will require also a revision of certain other 
values in the table. 


Functional Neuroanatomy. By Wendell J. S. Krieg, 
B.S. in Med., Ph.D., Professor of Anatomy; Formerly 
Professor of Neurology and Director of the Institute 
of Neurology, Northwestern University Medical 
School. Second Edition, 659 pages with illustrations. 
New York: The Blakiston Company, Inc., 1953. 
Price $9.00. 

The second edition is considerably larger than the 
previous edition of ten years ago. A good deal of the 
additional material is concerned with the thalamus as 
is proper in view of the recent intensive studies of 
this structure. There are a number of new illustra 
tions, the sagittal sections of the brain stem being pat- 
ticularly noteworthy. 

Although the text is clearly written, the outstanding 
feature of this volume remains the beautiful illus- 
trations giving an illusion of three dimensions on 4 
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two dimensional plane. The section on laboratory 
study of the central nervous system is entirely too brief 
to be useful and could well have been omitted en- 
tirely. 


Diagnostic Tests in Neurology. A Selection For Office 
Use. By Robert Wartenberg, M.D. Forewords by 
Sir Gordon Holmes, M.D., F.R.S.; and by Stanley 
Truman, M.D. First Edition. 228 pages with illus- 
trations. Chicago: Year Book Publishers, Inc., 1953. 
Price $4.50. 

It is an unusual occurrence when a book appears 
in print, which though primarily intended for students 
and general practitioners, is of equal interest to the 
specialist. Although the consideration of certain diag- 
nostic procedures reflects the author’s particular in- 
terest in these tests, this does not detract at all from 
the usefulness of the volume. The consideration of 
the place of laboratory procedures as opposed to clin- 
ical diagnostic tests should be read by every physician, 
regardless of his interest in the nervous system. The 
amount of useful practical information contained in 
this volume is astonishing. The style is precise, inter- 
esting and understandable. Although any reviewer 
could draw attention to certain debatable points in the 
text, this would be out of place in a review of a vol- 
ume of such general excellence. 


The Biochemistry of Gastric Acid Secretion. By Ed- 
ward J. Conway, M.D., D.Sc., F.R.S., Professor of 
Biochemistry and Pharmacology. University College, 
Dublin, Ireland; Honorary Fellow, Royal College of 
Physicians, Ireland. 185 pages with illustrations. 
Springfield, Illinois: Charles C. Thomas, Publisher, 
1952. Price $6.50. 

This monograph deals with all aspects of gastric 
acid secretion, but its central idea is the author's own 
theory which postulates the cyclic operation of a 
redox system for the production of acid. This theory 
is by no means established but it seems to fit the 
facts better than any other theory discussed by the 
author. All those interested in the physiology of gas- 
tric acid secretion will find in this monograph an 
excellent review of recent work in this field. 


International Health Organizations and Their Work. 
By Neville M. Goodman, M.D., F.R.C.P., D.P.H., 
London, England. 

This book was reviewed in the May issue, page 503. 
The review failed to give the name of the publisher 
and price of the book—New York, New York: The 
Blakiston Company, Inc. Price $6.50. 


Shock and Circulatory Homeostasis. Transactions of 
the First Conference October 22-23, 1951, New York, 
New York. Edited by Harold D. Green, M.D., Pro- 
fessor of Physiology and Pharmacology, Bowman 
Gray School of Medicine, Wake Forest College, 
Winston-Salem, North Carolina. 245 pages with 
illustrations. Packanack Lake, New Jersey: Josiah 
Macy, Jr. Foundation Publications, 1952. Price $3.50. 
This volume is a concerted effort to further knowl- 

edge concerning shock and circulatory homeostasis. 
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It also represents an enlightened attempt to promote 
effective communication between the various branches 
of science, as represented by highly qualified partici- 
pants. 

Every effort is made to preserve the informal atmos- 
phere of the conference. Designed for easy reading 
the volume contains an index, illustrations, figures, 
charts and accurate bibliographies. 


Dermatology: Essentials of Diagnosis and Treatment. 
By Marion B. Sulzberger, M.D., Professor and Chair- 
man, Department of Dermatology and Syphilology, 
New York University Post-Graduate Medical School; 
and Jack Wolf, M.D., Associate Professor of Clinical 
Dermatology and Syphilology, New York University 
Post-Graduate Medical School. 592 pages with illus- 
trations. Chicago: The Year Book Publishers, Inc., 
1952. Price $10.00. 


This volume represents a revised text that succeeds 
three previous commendable editions of Dermatologic 
Therapy by the same authors. It is intended as an 
introduction to the fundamentals of diagnosis and 
treatment in dermatology and syphilology. 


The material covers sufficiently those subjects which 
the non-specialist dermatologist needs to know. Spe- 
cial chapters include those devoted to basic principles 
that are important in the diagnosis, therapy, and use 
of certain specific drugs including ACTH and corti- 
sone. 


These authors, as usual, have presented their ma- 
terial very well. Most of their opinions are equally 
shared by other dermatologists. One might question 
the authors’ great enthusiasm for, and possible over- 
emphasis upon, allergy in dermatology. Some of the 
prescriptions recommended for local therapy appear 
to be rather complex and cumbersome for the non- 
specialist. 

Unquestionably this book is a superior one and is 
unsurpassed as a text for the medical student and 
general practitioner who have interests in the field of 
dermatology and syphilology. 


Basedow’s Disease. The Manifestations, Timing, Dura- 
tion and Outcome of Basedow’s Disease; Symptoms, 
Severity and Age Incidence; the Disease in Children; 
and Its Occurrence Among Animals. By H. Sattler, 
M.D., Professor of Ophthalmology, University of 
Leipsig, Germany. English Translation by G. W. 
and J. F. Marchand. 605 pages. New York: Grune 
and Stratton, 1952. Price $10.00. 


It is unfortunate that this book is not called, “thy- 
roid disease,” because there are many able physicians 
who do not know immediately what Basedow’s disease 
refers to. Since the publishers are presenting a trans- 
lation of a medical classic, they of course were not at 
liberty to change the original title. 


The original book was published in 1908, and it 
has been considered most outstanding since then. Un- 
fortunately, at least from a reviewer’s standpoint, the 
book does not have any recent references to the treat- 
ment of thyroid disease. 


if 
| 
33 
I 
a 
er 
al 
ce 
of 
Ver 
id 
d 
le 
al 
of 
y 
al 
3. 
e 
e 
4 
g 
aiid 


726 SOUTHERN MEDICAL JOURNAL 


Modern Medical Monographs: Physiologic Therapy 
for Obstructive Vascular Disease. By Isaac Starr, 
M.D., Hartzell Research Professor of Therapeutics, 
School of Medicine, University of Pennsylvania, 
Philadelphia, Pennsylvania. 38 pages. New York: 
Grune and Stratton, 1953. Price $2.50. 


The monograph of 31 pages is an excerpt of the 
George E. Brown Memorial Lecture presented before 
the American Heart Association, 1952. It covers the 
views advocated by George E. Brown and Sir Thomas 
Lewis of the physiologic therapy for peripheral vascu- 
lar disease. Evaluation of the different tests in recog- 
nition of the disease is of value. 


There is a chapter of the newer methods of treat- 
ment and prevention of obstructive vascular disease 
consisting of anti-coagulants, antibiotics, good hygiene, 
restriction of tobacco, and low-fat diet for the periph- 
eral vascular case. 


Cybernetics. Circular Causal and Feedback Mechanisms 
in Biological and Social Systems. Transactions of the 
Eighth Conference, March 15-16, New York, New 
York. Edited by Heinz von Foerster, Department of 
Electrical Engineering, University of Illinois, Cham- 
paign, Illinois. Assistant Editors, Margaret Mead, 
American Museum of Natural History, New York, 
New York; and Hans Lukas Teuber, Department of 
Neurology, New York University College of Medicine, 
New York, New York. 240 pages. Packanack Lake, 
New Jersey: Josiah Macy, Jr. Foundation Publica- 
tions, 1952. Price $4.00. 

This collection of six papers on communication in 
its various aspects should be read by all those interested 
in the new but fast developing science of cybernetics. 
A note by the editors, giving the broad significance 
of the topics under discussion, serves as an admirable 
introduction to the symposium. 


The Rockefeller Foundation Annual Report 1951. 
Chester I. Barnard, President. 557 pages with 
illustrations. New York: The Rockefeller Founda- 
tion, 1952. 


The world-wide activities of the Rockefeller Foun- 
dation are interestingly reviewed in their latest re- 
port. The main divisions under which grants are 
appropriated are those of medicine and public health, 
natural sciences and agriculture, the social sciences, 
and the division of humanities. During 1951, a staff 
member of the Foundation, Dr. Max Theiler, was 
awarded a Nobel Prize for his work on yellow fever 
vaccine. Projects supported by the Rockefeller Foun- 
dation include studies in professional education, med- 
ical care, virus investigation, malaria research and 
control, and work on various clinical research prob- 
lems. Grants were made, for example, to Dr. Sigerist 
for studies in the history of medicine, and to the 
Kinsey group at Indiana University. Many illustra- 
tions give visual evidence for the efforts of the Foun- 
dation to serve “the well-being of mankind throughout 
the world.” 
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Books Received 


The Autonomic Nervous System. By Albert Kuntz, Ph.D. 
M.D., Professor of Anatomy in St. Louis University School of 
Medicine. Fourth Edition. 605 pages with illustrations. Phila- 
delphia: Lea & Febiger, 1953. Price $10.00. 


Nervous Transmission. By Ichiji Tasaki, M.D., Central Insti- 
tute for the Deaf, St. Louis, Missouri. 164 pages with illus. 
trations. Springfield, Illinois: Charles C. Thomas, Publisher, 
1953. 


Basic Bacteriology. Its Biological and Chemical Background. 
By Carl Lamanna, Ph.D., Associate Professor of Bacteriology in 
The Johns Hopkins University School of Hygiene and Public 
Health; and M. Frank Mallette, Ph.D., Associate Professor of 
Biochemisrty in The Johns Hopkins University School of Hy- 
giene and Public Health. 667 pages. Baltimore: The Wil- 
liams and Wilkins Company, 1953. Price $10.00. 


Frazer's Manual of Embryology. The Development of the Hu- 
man Body. By J. S. Baxter, M.A., M.Sc., M.D., F.R.CS.1., 
Professor of Anatomy, University College, Cardiff; Formerly 
Reader in Anatomy, University of Bristol; and Assistant Pro- 
fessor of Anatomy, McGill University, Montreal. Third Edi- 
tion. 488 pages with illustrations. Baltimore: The Williams 
and Wilkins Company, 1953. Price $8.00. 


Shoulder Lesions. By H. F. Moseley, M.A., D.M., M.Ch. 
(Oxon.), (England and Canada), F.A.C.S., Hunterian Profes- 
sor, Royal College of Surgeons of England, Assistant Professor 
of Surgery, McGill University, Associate Surgeon, Royal Vic- 
toria Hospital, Montreal, Canada. Second Edition, Reviesd 
and Enlarged. 329 pages with illustrations. New York: Paul 
B. Hoeber, Inc., 1953. Price $12.00. 


Ciba Foundation Colloquia on Endocrinology. Bioassay of An- 
terior Pituitary and Adrenocortical Hormones. Edited by G. E. 
W. Wolstenholme, O.B.E., M.A., M.B., B.Ch., General Editor 
for the Ciba Foundation. Assisted by Margaret P. Cameron, 
M.A., A.B.L.S. Volume V. 228 pages with 53 illustrations. 
Boston: Little, Brown and Company, 1953. Price $6.00. 


Annual Review of Medicine. Edited by Windsor C. Cutting, 
M.D., Stanford University School of Medicine; Henry W. 
Newman, M.D., Associate Editor, Stanford University School 
of Medicine. Volume 4. 452 pages. Stanford, California: An- 
nual Reviews, Inc., 1953. Price $6.00. 


The Metabolism of the Tubercle Bacillus. By William F. 
Drea, D.M.D., Associate Laboratory Director, Colorado 
Foundation for Research in Tuberculosis, Colorado Col- 
lege, Colorado Springs, Colorado; and Anatole Andrejew, I. C., 
Research Staff, National Center for Scientific Research in 
France, Pasteur Institute, Paris. With a Foreword by Esmond 
R. Long, M.D., Ph.D., Sc.D., Director and Professor of Pathol- 
ogy, University of Pennsylvania, Director of Medical Research, 
National Tuberculosis Association, Philadelphia, Pennsylvania. 
448 pages. Springfield, Illinois: Charles C. Thomas, Publisher, 
1953. Price $12.50. 


The Gold-Headed Cane. By William Macmichael, M.D. A 
New Edition with a Foreword by James J. Waring, M.D. 
186 pages. Springfield, Illinois: Charles C. Thomas, Publisher, 
1953. Price $6.50. 


Tumors of Bone. A Roentgenographic Atlas, Annals of Roent- 
genology. By Bradley L. Coley, M.D., F.A.C.S., Attending 
Surgeon, Bone Service, Memorial Center for Cancer and Al- 
lied Diseases; Associate Professor of Clinical Surgery, Cornell 
University Medical College, New York; and Norman L. Higin- 
botham, M.D., C.M., F.A.C.S., Associate Attending Surgeon, 
Bone Service, Memorial Center for Cancer and Allied Dis- 
eases; Assistant Professor of Clinical Surgery, Cornell Univer- 
sity Medical College, New York. Volume Twenty-One. 216 
pages with illustrations. New York: Paul B. Hoeber, Inc., 
1953. Price $10.00. 


Clinical Orthopaedics. Edited by Anthony F. DePalma, with 
the assistance of five Associate Editors and a Board of Six 
Advisory Editors. Number One. 242 pages with illustrations. 
Philadelphia: J. B. Lippincott Company, 1953. Price $6.00. 


Therapeutics in Internal Medicine. By Eighty-Four Authorities. 
Edited by Franklin A. Kyser, M.D., F.A.C.P., Assistant Profes- 
sor of Medicine, Northwestern University Medical School, 
Chicago; Attending Physician, Evanston Hosptial, Evanston, 
Illinois. Second Edition. 830 pages. New York: Paul B. 
Hoeber, Inc., 1953. Price $15.00. 
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ALABAMA 


The Alumni Association of the Medical Department of the 
University of Alabama sponsored a seminar at the Medicai 
College of Birmingham, Birmingham, May 21-23, which was 
attended by several hundred physicians. 

Dr. Richard J. Bing, professor of experimental medicine, 
Medical College of Alabama, Birmingham, gave the Fourth 
Annual Seelig Lecture at the Washington University School 
of Medicine, St. Louis, Missouri, in May. The M. G. Seelig 
Lectureship was founded in 1948 from funds contributed by 
friends of the late Dr. Major G. Seelig, professor of clinical 
surgery, Washington University School of Medicine from 1919 
until his retirement in 1946. 


ARKANSAS 


Dr. Lowry H. McDaniel, Tyronza, was elected vice-chairman 
of the Section on General Practice of the American Medical 
Association at its annual meeting in New York early in June. 


Dr. W. E. Morris, Little Rock, has been appointed associate 
dean of the University of Arkansas School of Medicine, Little 
Rock. 


The third renewal of a grant of $10,000 to Dr. Anderson 
Nettleship, Little Rock, has been announced by the American 
Cancer Society for research in the study of environmental fac- 
tors in the production of cancer of the skin. 


A Diagnostic Cancer Clinic under thé sponsorship of the 
Polk County Medical Society and the Arkansas Division, Amer- 
ican Cancer Society, was conducted at Mena in March by 
Drs. D. W. Goldstein, M. B. Hoge, and H. C. Darnall, Fort 
Smith; and one under the sponsorship of Washington County 
Medical Society and the Arkansas Division, American Cancer 
Society, at Springdale in April by Drs. D. W. Goldstein, H. C. 
Darnall, S. W. Hawkins and E. Z. Hornberger, Fort Smith. 


Dr. W. G. Cooper, Little Rock, has been elected president 
of the local school board. 


Dr. C. P. Arnold has located at Camden for the practice 
of pediatrics and pediatric surgery. 


Dr. Preston Brogdon has moved from Springdale to Mitchell, 
South Dakota. 


Dr. J. E. McGuire has moved into new offices at Piggott. 


Dr. Chas. G. Leverett, McGehee, has been elected a member 
of the local school board. 


Dr. T. G. Price, Wynne, has been doing special work at 
the University of Tennessee College of Medicine, Memphis. 


Dr. S. M. Wilson, Rogers, has been doing special work at 
the Mayo Clinic, Rochester, Minnesota. 


Dr. Floyd Dozier, Marianna, was elected vice-president for 
Arkansas of the Mid-South Postgraduate Assembly held in 
Memphis, Tennessee in February. 


Dr. C. P. McCarty, Helena, has been doing special work 
. the University of Tennessee College of Medicine, Memphis, 
ennessee. 


_Dr. Curtis Johnson has located at Tuckerman for the prac- 
tice of medicine. 


Dr. J. L. Rushing, Chidester, was honored recently when 
the fiftieth anniversary of his practice was observed by the 
citizens of that city. 


DISTRICT OF COLUMBIA 


Washington Academy of Surgery has elected Dr. George K. 
Nutting, president: Dr. W. Ross Morris, vice-president; Dr. 

ane C. Richtmeyer, secretary-treasurer; and Drs. Harry Lee 
Claud, Robert E. Moran, and Edwin C. McNamara, members 
of the council for two years. 


_Eight members of the faculty of George Washington Uni- 
Uninwe each having given 25 years of teaching service to the 
hiversity, were honored by the University Alumni Association 
ata luncheon held recently in Washington, each being pre- 
— with a scroll: Dr. Walter A. Bloedorn, dean of the 
p ool of Medicine; Dr. Harry Ford Anderson, professor of 
cnmtology and syphilology; Dr. Lawrence L. Cockerille, as- 
clinical professor of obstetrics and gynecology; Dr. 
aniel B. Moffett, professor of otolaryngology; Dr. Maurice 
Totas, associate in medicine; Dr. Herbert P. Ramsey, clinical 
Professor of obstetrics and gynecology; Miss Myrna Pauline 
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Sedgwick, administrative secretary of the University; and 
Donald C. Cline, professor of art. 


Dr. Harold Stevens is director of the Electroencephalographic 
Laboratory which was recently opened at Children’s Hospital, 
Washington. 

Dr. Thomas S$. Lee, Washington, who founded the Washing- 
ton Heart Association in 1927 and its permanent Honorary 
President, recently received a medal and High Citation Cer- 
tificate from the American Legion for his work with the 
Washington Heart Association. 


Dr. Charles S$. Coakley, professor of anesthesiology, George 
Washington University School of Medicine, Washington, will 
direct research into the relation of blood substances to allergies 
under a $4,000 grant awarded to the University by Ciba 
Pharmaceutical Products, Inc., Summit, New Jersey. 


Dr. Vincent M. Iovine, Washington, has succeeded Dr. 
William D. Claudy, resigned, as Chief of the Emergency Cas- 
ualty Services, a component service within the Medical Care 
Services of the Medical and Health Services of the Civil 
Defense Organization for the District of Columbia. 


Dr. Allen Widome, clinical instructor in anesthesiology, 
Washington University School of Medicine, Washington, has 
been appointed chief of anesthesiology at Columbia Hospital 
for sega filling vacancy caused by the death of Dr. Jesse 
T. Mann. 


Dr. Carl Berg and Dr. Milton C. Cobey have been ap- 
pointed chairman and vice-chairman, respectively, of the Med- 
ical Advisory Committee to the District of Columbia Chapter 
of the National Foundation for Infantile Paralysis. Dr. Berg 
will also serve on the Chapter’s Executive Committee. 


Dr. George William Ware recently released from military 
service, has opened an office in the Farragut Medical Building, 
Washington, for the practice of thoracic and cardiovascular 
surgery. 

Dr. James Alexander, Washington, for many years a trustee 
of the Pan American Medical Association, recently returned 
from a cruise to South America, Panama City, Haiti, and 
Cuba, sponsored by the association. 


Dr. Ralph J. Carbo, Jr., recently released from military 
service, has re-opened his office in the Parkwood Medical 
Building, Washington, for the practice of ophthalmology. 


Dr. Maxine A. Schurter was recently honored by fellow 
physicians at the George Washington University Hospital, 
Washington, when she was chosen an outstanding intern and 
given an all-expense trip to Mayo Clinic, Rochester, Minne- 
sota. She is the first woman to receive the award. 


Association of Former Interns and Residents of Freedmen’s 
Hospital, Washington, met at the hospital June 1-4, this 
annual meeting being a memorial meeting for the late Dr. 
William A. Warfield, who served the hospital as surgeon-in- 
chief for 35 years. 


Three physicians received degrees of Bachelor of Laws 
from George Washington University Law School, Washington, 
in May: Dr. Vasilios S$. Lambros, Bethesda, Maryland; Lt. 
Comdr. Edwin C. Sweeney (MC) USN, Falls Church, Virginia; 
and Comdr. Byron David Casteel (MC) USN, Washington. 


FLORIDA 


Dr. Louis M. Orr, Orlando, was installed president of the 
Conference of Presidents and Officers of State Medical So- 
cieties at the annual meeting of the Conference in New York 
meeting conjointly with the American Medical Association 
early in June. He will preside at the Conference in San 
Francisco next year. 


GEORGIA 


Dr. Edgar F. Fincher, Emory University, was elected 
secretary-treasurer of the Society of Neurological Surgeons at 
its annual meeting held recently in New Orleans, Louisiana. 


Emory University School of Medicine, Atlanta, has been 
awarded a grant by Eli Lilly and Company to support the 
study of the chemistry and mode of action of insulin under 
the direction of Dr. Francis Binkley, professor in the depart- 
ment of biochemistry at Emory. 


KENTUCKY 


Dr. G. Y. Graves, Bowling Green, one of the vice-presidents 
of the Kentucky State Medical Association, has been named 
president by the Council of the State Society. The President, 
Dr. R. Haynes Barr, Owensboro, died early in May. 
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Dr. J. Duffy Hancock and Dr. D. P. Hall, Louisville are 
associate editor and a member of the editorial board, respec- 
tively, of the American Surgeon, the official organ of the 
Southeastern Surgical Congress and the Southwestern Surgical 
Congress. 

A $5,000 loan fund for young physicians ready to enter 
private practice was established recently by an anonymous 
gift to Jewish Hospital, Louisville. The hospital established 
a committee to administer the fund and select recipients. 


Dr. Edward A. Rose, formerly of Elizabethtown, has taken 
— the practice of his uncle, the late Dr. E. A. Rose, Louis- 
ville. 


Dr. Herbert W. Collins, formerly of Lynch, has opened an 
office in Corbin for the general practice of medicine. 


Dr. Gilbert C. Rawlings has moved from Harlan to Louis- 
ville where he is a resident in ophthalmology and otolaryn- 
gology at General Hospital. 


Dr. Robert C. Bateman has moved from Somerset to Dan- 
ville where he will continue the practice of obstetrics and 
gynecology. 


Dr. Paul E. Goode, formerly of Bowling Green, has estab- 
~~ an office in Hartford for the general practice of 
medicine. 


Dr. Louis Hamman, Jr., has located at Lexington for the 
practice of surgery. He recently was with the Veterans Ad- 
ministration Hospital, Wood, Illinois. 


Dr. John Archer and his brother, Dr. George P. Archer, 
have opened a new 42-bed hospital in Prestonsburg. 


Dr. Robert F. Long, formerly with Scott and White Me- 
morial Hospital, Temple, Texas, has moved to Corbin. 


Dr. A. A. Richardson, Williamsburg, was honored on his 
birthday, May 7, when a celebration was staged by the town 
in gratitude for his many years of medical service to the 
community. 


Dr. Lloyd W. Ravlin, who formerly practiced at Kaneville, 
pre has located at Stone, for the general practice of 
medicine. 


LOUISIANA 


Dr. Elizabeth Bass, until her retirement several years ago in 
active practice in New Orleans, received the Elizabeth Black- 
well Memorial Award, a gold medal, of the American Medical 
Women’s Association at a dinner at the Barbizon-Plaza Hotel 
in New York on Sunday evening, May 31, for her work for 
women physicians. This award has only previously been pre- 
sented three times, Dr. Bass being the fourth to receive the 
honor. Prior to her retirement she was Associate Professor of 
Clinical Medicine at Tulane University School of Medicine 
and had previously served as Professor of Clinical Laboratory 
Diagnosis at Tulane University Graduate School of Medicine. 
Dr. Bass was the first woman physician to be a member of 
the Orleans Parish Medical Society, New Orleans, and was its 
secretary from 1920 to 1922. Dr. Bass was the first woman 
physician to hold an office in the Southern Medical Associa- 
tion. She was Vice-Chairman of the Section on Pathology in 
1938 and Chairman in 1939. 


Dr. Eddie M. Gordon, formerly in charge of the local 
U. S. Public Health Service Hospital, Chicago, Illinois, and 
a native of New Orleans, has been appointed Medical Officer 
in Charge of the U. S. Public Health Service Hospital (Na- 
tional Leprosarium), Carville, succeeding Dr. Frederick A. 
Johansen, who retired June 1 after 29 years of service at 
Carville. The 450-bed hospital is the only institution in the 
continental United States devoted exclusively to the care and 
treatment of patients with leprosy. 


Tulane University School of Medicine, New Orleans, re- 
ceived recently a sum of $12,000 from the Louisiana Chapter 
of the Arthritis and Rheumatism Foundation to support a 
balanced program of research and clinical studies of this 
disease. Drs. Thomas E. Weiss and Mariedel Saunders, in- 
structors in medicine, will conduct the work at Tulane which 
will involve the study of a selected group of arthritic patients. 


Portraits of three distinguished ‘““Tulane Men of Medicine’ 
were presented to the Tulane University School of Medicine, 
New Orleans, in special ceremonies in April: the late Dr. 
Isadore Dyer, professor of dermatology and dean; the late 
Dr. Wilbur C. Smith, professor of gross anatomy; and Dr. 
Edward L. King, emeritus professor of obstetrics. 


Dr. Joseph Danna was elected recently vice-president of the 
New Orleans Chapter of the American Red Cross. 

Dr. Marie Louise Pareti has been named president of the 
Quota Club of New Orleans, and Dr. Jeanne Roeling-Hanley 
a member of the board of directors of the Club. 


Ochsner Foundation Hospital, New Orleans, has elected Dr. 
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Rawley M. Penick, president; Dr. Thomas FE. Weiss, vice. 
president; and Dr. William Locke, secretary. 


MISSISSIPPI 


Dr. Elizabeth Bass, Lumberton, until her retirement several 
years ago in active practice in New Orleans, received the 
Elizabeth Blackwell Memorial Award, a gold medal, of the 
American Medical Women’s Association at a dinner at the 
Barbizon-Plaza Hotel in New York on Sunday evening, May 
31, for her work for women physicians. This award has only 
previously been presented three times, Dr. Bass being the 
fourth to receive the honor. Prior to her retirement she was 
Associate Professor of Clinical Medicine at Tulane University 
School of Medicine and had previously served as Professor of 
Clinical Laboratory Diagnosis at Tulane University Graduate 
School of Medicine. Dr. Bass was the first woman physician 
to be a member of the Orleans Parish Medical Society, New 
Orleans, and was its secretary from 1920 to 1922. Dr. Bass 
was the first woman physician to hold an office in the South- 
ern Medical Association. She was Vice-Chairman of the Sec- 
tion on Pathology in 1938 and Chairman in 1939. 

Dr. Arthur C. Guyton, chairman of the Department of 
Physiology and Biophysics, University of Mississippi School 
of Medicine, University, was a visiting lecturer recently at the 
Louisiana State University School of Medicine, New Orleans, 

Dr. David B. Wilson, Jackson, who has been with the 
Mississippi Commission on Hospital Care since 1951, is director 
of the 350-bed University Teaching Hospital under construc- 
tion in Jackson. 


MARYLAND 


Dr. Alfred Blalock, Johns Hopkins University School of 
Medicine, Baltimore, received the Distinguished Service Award 
of the American Medical Association at its annual meeting 
in New York early in June “for his outstanding work in 
vascular surgery, especially for his part in the development 
of the so-called ‘blue baby’ operation.”’ It will be recalled 
that Dr. Blalock, then at Vanderbilt University School of 
Medicine, Nashville, received in 1940 the Research Medal 
of the Southern Medical Association “‘in recognition of his 
distinguished contributions to knowledge of the circulation, 
especially in relation to shock.” 

Dr. E. Cowles Andrus, Baltimore, was elected president- 
elect of the American Heart Association at its annual meeting 
held recently in Atlantic City, New Jersey. 

Dr. A. Earl Walker, Baltimore, was elected historian of the 
Society of Neurological Surgeons at its recent meeting 
in New Orleans, Louisiana. 

Dr. William J. French, Annapolis, recently retired health 
officer of Anne Arundel County, has n appointed associate 
health officer in the southern health district of the Baltimore 
City Health Department, succeeding Dr. Abraham M. Lilienfeld, 
who resigned to accept the position at the Johns Hopkins 
School of Hygiene and Public Health, Baltimore. 

Maryland Society of Anesthesiologists has elected Dr. Samuel 
Rochberg, president; Dr. Charles F. Hobelmann, vice-president; 
and Dr. Alfred T. Nelson, secretary-treasurer. 

Dr. Herbert F. Manuzak, recently released from naval mili- 
tary service, has entered private practice at Glen Burnie. 


MISSOURI 


elect; Dr. Guy N. Magness, University City, Dr. Frank P. 
Teachenor, Kansas City, and Dr. T. E. Ferrell, Springfield, 
vice-presidents; Dr. Carl F. Vohs, St. Louis, treasurer; and 
Dr. E. R. Bohrer, Jefferson City, secretary. The 1954 annual 
meeting will be held in St. Louis. 

Dr. Richard A. Sutter, St. Louis, was recently appointed 
to the Medical Advisory Committee of the Committee of 
American Industry of the National Fund for Medical Founda- 
tion. he Committee has been formed to act as a liaison be- 
tween American business and the nation’s 79 medical schools. 
The Fund expects to raise $10,000,000 annually. 

Dr. Martyn Schattyn, St. Louis, succeeds Dr. Paul a 
Whitener as president of the Missouri University Medi 
School Alumni Association, having been elected at a luncheon 
meeting in Kansas City in April. é 

Dr. Bernard J. McMahon, St. Louis, was elected historian 
and editor of the American Laryngological Association at 
annual meeting held in New Orleans, Louisiana, recently. 


Continued on page 54 


Missouri State Medical Association at its recent annual 
meeting installed Dr. E. Claude Bohrer, West Plains, presi- 
F | and elected Dr. E_ Petersen. St. eph 
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2 to relieve 
symptoms 


rPyribenzamine 


hydrochloride 
(tripelennamine hydrochloride Ciba) 


-_ Once atop Pike’s Peak, your hay fever patient can enjoy freedom from pollens. 
re But for patients who must remain in a high-pollen environment, you can insti- 
nual tute this effective therapy: one or two Pyribenzamine tablets, 3 or 4 times daily. 


ne Alone and as an adjunct to desensitization, Pyribenzamine has proved effective 

nda- in relieving hay fever symptoms, as evidenced by thousands of published case 

ools. reports. On the basis of this evidence, no other antihistamine combines greater 
R. clinical benefit with greater freedom from side effects. 


et For your prescription needs, Pyribenzamine 50 mg. tablets are available in 
.7 bottles of 100 and 1000 at all pharmacies. 


Ciba Ciba Pharmaceutical Products, Inc., Summit, N. J. 
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Continued from page 728 


St. Louis City Hospital Number 1 Alumni Association re- 
cently awarded meritorious plaques to Dr. L. R. Sante, pro- 
fessor of radiology and director of the department, St. Louis 
University School of Medicine, and to Dr. Avery P. Rowlette, 
Moberly, former medical director of the City Hospital. The 
awards are made annually in recognition of service and for 
their contribution as teachers. 

St. Mary’s Group of Hospitals Alumni at its annual meet- 
ing held in May elected Dr. Grey Jones, president; Dr. Carl 
Dreyer, vice-president; Dr. Malcolm B. Bawell, secretary; and 
Dr. Louis Keller, treasurer, all of St. Louis. 


NORTH CAROLINA 


A course in Medical Mycology, under the direction of Dr. 
Norman F. Conant, is being offered at Duke University School 
of Medicine and Duke Hospital, Durham, July 1-29. 


Dr. Walter H. Thiele, Veterans Administration Hospital, 
Fayetteville, has been appointed manager of the VA hospital 
at Atlanta, Georgia. Dr. Thiele, who has been since May 
1947 chief of professional services at the VA _ hospital in 
Fayetteville, is succeeded by Dr. Horace B. Cupp of Atlanta. 
Dr. Cupp recently was appointed manager ,of the new VA 
hospital at Durham. ‘ 


OKLAHOMA 


Dr. Kieffer D. Davis, Bartlesville, was elected a vice-presi- 
dent of the Industrial Medical Association at its annual 
meeting held in Los Angeles, California. 


Life membership certificates were presented by the Okla- 
homa State Medical Association at the annual meeting in 


Tulsa in April to Drs. D. W. LeMaster, Purcell; J. E. 
Cochran, Byars; R. D. Cody, Centrahoma; J. B. Clark, Coal- 
gate; and 50-year pins to Drs. O. A. Pierson, Woodward; 


J. B. Clark, Coalgate; and Wallace Byrd, Coalgate. 
Benedictine Heights Hospital, Guthrie, recently opened 
Oklahoma's first private facilities for the care of mentally 
retarded children from newborn to five years of age. 
The following physicians have been appointed superintend- 
ents of Health: Dr. L. L. Spitzer, Ardmore, Carter County; 
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Dr. Melvin C. Hicks, Pontotoc-Murray; and acting superin. 
tendents: Dr. Seals L. Whitely, Durant, Bryan County; and 
Dr. Royce B. Means, Lawton, Comanche. 

The new $1,600,000 St. Mary’s Hospital in Enid was opened 
and formal dedication ceremonies held recently. The hospital 
was built with $225,000 in donations and $590,000 in federal 
funds. It has five stories and is operated by the Sisters of 
the Most Precious Blood. 

Dr. W. H. Smith, recently released from service, has re. 
opened his office in Lindsey. 

Dr. Ralph McGill, Tulsa, has been appointed to the 
Board of Medical Examiners, replacing the late Dr. Henry C, 
Weber, Bartlesville. 

Dr. William G. Husband, recently released from service, 
has returned to Elk City to practice. 


Dr. J. Hartwell Dunn, recently released from the United 
States Air Force, has reopened his office in Oklahoma City, 
Dr. Royce B. Means has opened an office in Lawton. 


Dr. C. M. Bloss has moved from Holdenville to Houston, 
Texas. 


SOUTH CAROLINA 


Dr. Julian P. Price, Florence, was elected to the Board of 
Trustees of the American Medical Association at the annual 
meeting of the Association in New York early in June. 

Dr. J. B. Young, Anderson, was installed president of the 
Southeastern Surgical Congress at its recent meeting held 
in Louisville, Kentucky. The Congress represents surgeons 
from 12 states in the southeast. 


Dr. James G. Halford, Jr. has opened offices in Anderson 
for the general practice of medicine. 

Dr. Drayton L. Nance, Jr. is practicing in Denmark after 
being released from the U. S. Air Force. He is originally 
from Newberry. 

Dr. F. B. Hines, Hartsville, has been named a member of 
the Darlington County Board of Health. 

Dr. Henry L. Baker, Hemingway, has been chosen “Citizen 
of the Year’’ by the local Civitan Club. 

Dr. J. A. Johnson, formerly of Marion, has moved to An- 
derson and is associated with Dr. W. B. McWhorter. 


Continued on page 38 


DERMATOLOGY and SYPHILOLOGY 


A three year course fulfilling all the requirements of 
the American Board of Dermatology and Syphilology. 
Also five-day seminars for specialists, for general prac- 


titioners, and in dermatopathology. 


PROCTOLOGY and 
GASTROENTEROLOGY 


A combined course comprising attendance at clinics 
and lectures; instruction in examination, diagnosis and 
treatment; witnessing operations; ward rounds, demon- 
stration of cases; pathology; radiology ; anatomy ; oper- 
ative proctology on the cadaver; attendance at depart- 


mental and general conferences. 


THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 
(Organized 1881) 
(The Pioneer Post-Graduate Medical Institution in America) 


For Information about these and other courses Address 
THE DEAN, 345 WEST 50th STREET, NEW YORK 19, N. Y. 


OBSTETRICS and GYNECOLOGY 


A full time course. In Obstetrics: lectures; prenatal 
clinics; witnessing normal and operative deliveries; op- 
erative obstetrics (manikin). In Gynecology: lectures; 
touch clinics; witnessing operations; examination of 
patients pre-operatively ; follow-up in wards post-opera- 


tively. Obstetrical and gynecological pathology. 
Anesthesia. Attendance at conferences in obstetrics and 
gynecology. Operative gynecology on the cadaver. 


ANESTHESIA 


A three months full-time course covering general and 
regional anesthesia, with special demonstrations in the 
clinics and on the cadaver of caudal, spinal, field 
blocks, etc.; instruction in intravenous anesthesia, oxy- 
gen therapy, resuscitation, aspiration bronchoscopy; 
attendance at departmental and general conferences. 
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Erythrocin* 


an 


A DRUG OF CHOICE against staphylococci — because 


antibiotic 
of the high incidence of staphylococcic resistance to 


0 f other antibiotics. 


A DRUG OF CHOICE orally against streptococcal and 
pneumococcal infections, when patients are sensi- 
tive to other antibiotics or these cocci are resistant. 


choice? A DRUG OF CHOICE because it does not materially 


| alter normal intestinal flora; gastrointestinal dis- 


turbances are rare; no serious side effects reported. 


ADVANTAGEOUS because the special acid-resistant 
coating, developed by Abbott, and Abbott’s built-in 


disintegrator, assure rapid dispersal and absorption 
Krrade Mark for 
in the upper intestinal tract. 
ERYTHROMYCIN, ABBOTT 
CRYSTALLINE Use ERYTHROCIN-—the selective antibiotic—in phar- 
yngitis, tonsillitis, scarlet fever, pneumonia, erysip- = 


elas, osteomyelitis, pyoderma Abbott 
or and other indicated conditions. 
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NOTES: CONSTIPATION 


WHAT BULK-PRODUCING PRODUCT 
IS EFFECTIVE FOR BOTH 
SIMPLE AND INTRACTABLE CASES? 


Su Q 
Many physicians report excellent results in the treatment of 
ordinary constipation with Hydrocil. Hydrocil absorbs 
liquids with unusual efficiency, creating 35 times its own 
weight of moist, lubricating bulk. Patients find Hydrocil 
pleasant and easy to take, too. 


blo 
When mild bowel stimulation is desired in addition to effec- 
tive bulk therapy, Hydrocil Fortified is recommended. To 
Supplement its bulk-producing ingredients, Hydrocil Fortified 
contains acetphenolisatin, a newly-developed synthesis of 
the laxative principle in prunes. 


This gentle, persuaSive laxative has proved highly successful 
in correcting intractable constipation and preventing 
impactions after anorectal surgery. 


etre. Fortified (blue label) and Hydrocil Regular (brown 
label) are provided in 4-oz. and l-lb. canisters. A supply 
of Hydrocil for trial will be sent you upon written request. 
Address: Dept. 5S Fuller Pharmaceutical Company, 715 So. 
10th St., Minneapolis 4, Minn. 


Hydroc! 


FonTiFi€® 


OnE POUND 


ydrot! 


ofl - 
H yd roci Fortified » Hydrocil Regular +» Benadex 


Benzocones + Tucks + products of . . . 


PHARMACEUTICAL COMPANY 
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In lipotropic therapy, LIPOTAINE, 
a synergistic combination of betaine, choline, 
liver, and B,, in a pleasant tasting liquid, 
provides three important advantages 


3. Is more effective’ 


EACH TABLESPOONFUL CONTAINS: aa 
Liver Fraction 1 N.F. .......... 210 mg. 
Vitamin By2 (USP Crystalline)... .12 meg. 

Therapeutic—1 tablespoonful 1 to 3 = 
times daily supplies 3 to 9 grams of lipo- Lipotaine 
tropic material. 
Maintenance —1 teaspoonful 1 to 3 
times daily supplies 1 to 3 grams of lipo- BETAINE | 
tropic material. CHOLINE a 
Dosage to be taken with or after meals. UVER FRACTION ! a 
VITAMIN 
Also available in capsules ~ 


EACH CAPSULE CONTAINS: 

Desiccated Liver N.F. .......... 35 mg. 
Vitamin B,2 (USP Crystalline). ... 2 meg. 


Minimum Therapeutic — 3 capsules 


t.i.d. supplies 3 grams lipotropic material. 


Maintenance — | to 3 capsules t.i.d. 
supplies 1 to 3 grams of lipotropic material. 


Dosage to be taken with or after meals. 


THE STUART COMPANY 
Pasadena 1, California 


SUPPLIED IN PINTS OR BOTTLES OF 100 CAPSULES + AVAILABLE AT ALL PHARMACIES 
*Morrison, Lester M., Am. Jour. Digestive Diseases, 19:12, Dec. (1952) 
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Amvicel 


PHENOBARBITAL 
(Warning: Moy be forming) 
METHYLCELLULOSE 
'TAMINS AND MINERALS 


(approximately 4¢ per capsule) 
Bottles of 100 capsules 
Available at all pharmacies 


THE STUART COMPANY 
Pasadena 1, California 


This is the product for obesity 


factors in one small capsule 
5 mg. Dextro-Amphet- 


> gr. Phenobarbital 


Stuart 


"XTRO-AMPHETAMINE SULPHATE 


4 9 Vitamins* 


5) 8 Minerals* 


Low in cost to patients 


control which provides all 5 important 


amine Sulphate 
to inhibit appetite 


to offset nervous 
stimulation 


3) 200 mg. Methyl- 


cellulose to provide 
needed bulk 


to provide protective 
amounts of important 
nutrients 


*Vitamins: A, 1700 USP units; D, 170 USP 
units; C, 25 mg.; Bi, 1 mg.; Bz, 1 mg.; Nia- 
cin Amide, 10 mg.; Be, 0.15 mg.; Biz, 1meg; 
Calcium Pantothenate, 1.5 mg. Minerals: 
Calcium, 40 mg.; Phosphorus, 30 mg,; Iron, 
3 mg.; Copper, 0.25 mg.; Iodine, 0.05 mg,; 
Cobalt, 0.167 mg.; Manganese, 0.33 mg. 
Zinc, 0.1 mg. 
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IN PERFORMANCE 
FLEXIBILITY 


IN ENGINEERING 
INGENUITY 


UNIVERSAL DIATHERMY 


Utilizes the full power tube output for effective 
heating of large as well as small areas. 
Any treatment technic may be used: 
Contour Applicator (illustrated) 
Air-Spaced Electrodes 
Cuff or Induction Cable 
Minor Electrosurgery 


Stable Frequency (11 meters, 27.12 megacycles) 
maintained by an independent circuit. 


Economical — low cost; low operating expense; 
traditionally reasonable and reliable Burdick 
service. 


CORPORATION 


MILTON, WISCONSIN 
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Dr. B. J. Workman, Jr., who has recently o : 
tour of duty with the U. S. Navy, has returned py 
and ¥ practice medicine with his father, Dr. B, J. Work. 
man, Sr. 


TENNESSEE 


The Tennessee Valley Medical Assembly, under the . 
ship of the Chattanooga and Hamilton County Medical $9. 
a will be held at Chattanooga, Read House, September 

Middle Tennessee Heart Association at its annual meeting 
held at Belle Meade, installed Dr. Samuel S. Rivan, president 
succeeding Dr. Amos Christie; and elected Wister H. Ligon. 


president of Nashville Gas Company, president-elect; “Dr 
Rollin A. Daniel, Jr., vice-president and John W, Clay, 


secretary -treasurer. 


Middle Tennessee Medical Association held its 117th semi- 
annual meeting at Pulaski recently and elected Dr. Taylor 
Farror, Shelbyville, president, to take charge immediately, 
replacing Dr. O. Reed Hill, Lebanon; and Dr. Ogle Jones, 
Centerville, president-elect, to take office in six months; Dr. 
Frank Witherspoon, Nashville, secretary-treasurer; and Dr 
Roy Money, Pulaski, a member of the board of trustees. 


Dr. Joseph H. Francis, Memphis, was elected president of 
the American Association of Railway Surgeons at its annual 
meeting held in Chicago. 


Dr. Robert C. Little, associate professor of physiology, Uni- 
versity of Tennessee Medical Units, Memphis, became associate 
professor of medicine in the Division of Internal Medicine 
July 1. 


The Special Training Division of the Oak Ridge Institute 
of Nuclear Studies has scheduled an advanced course cover- 
ing the clinical applications of radioisotopes to be held Sep- 
tember 14-25, participation being limited essentially to those 
physicians who have had clinical experience with radio- 
isotopes. 


Tennessee Chapter, American College of Surgeons, has 
elected Dr. L. W. Edwards, Nashville, president; Dr. Edward 
T. Newell, Chattanooga, vice-president; and Dr. R. L. Sanders, 
Memphis, councilor. 


Tennessee Academy of Ophthalmology and Otolaryngology 
has elected Dr. Clyde Kirk, Chattanooga, president; Dr. Charles 
King, Memphis, vice-president; and Dr. Thomas Bryan, Nash- 
ville, secretary-treasurer. 

Tennessee Radiological Society has elected Dr. Joseph M. 
Ivie, Nashville, president; Dr. J. Marsh Frere, Chattanooga, 
vice-president; and Dr. George Hanshell, Chattanooga, secre- 
tary. 


Tennessee State Pediatric Society has elected Dr. Amos 
Christie, Nashville, president; Dr. Luke Ellenburg, Greeneville, 
vice-president; and Dr. Philip Elliott, Nashville, secretary- 
treasurer. 


Tennessee Academy of General Practice has installed Dr. 
Louis Killeffer, Harriman, president; and elected Dr. Ben L. 
Pentecost, president-elect; Dr. Rae B. Gibson, Greeneville, Dr. 
J. Fred Terry, Cookeville, and Dr. J. A. McQuiston, Memphis, 
vice-presidents; and Dr. D. J. Johns, Nashville, secretary- 
treasurer. 


Tennessee Thoracic Society which was formally organized 
during the meeting of the Tennessee State Medical Association 
in April has elected Dr. David Waterman, Knoxville, presi- 
dent; Dr. Duane Carr, Memphis, vice-president; and Dr. Hollis 
Johnson, Nashville, secretary-treasurer. 


Dr. William Hale, senior scientist and head of the depart- 
ment of bacteriology and _ virology, Brookhaven National 
Laboratories, Long Island, New York, has joined the staff 
of the University of Tennessee Medical Units, Memphis, as 
professor of bacteriology. 

A contract has been awarded to construct _a new Chemistry: 
Physiology Building at the University of Tennessee Medical 
Units, Memphis. This five-story structure is the first of 
three additions to be erected under a $4,800,000 expansion 
program of the University’s Medical Units authorized by the 
1951 Legislature. 


TEXAS 


Dallas Southern Clinical Society at its recent annual me 
ing elected Dr. J. Warner Duckett, president; Dr. Perry cs 
Talkington, vice-president; Dr. T. Haynes Harville, pow 
Dr. Alvin Baldwin, Jr., treasurer; and Dr. Lawrence 
Sheldon, director of clinics. 


Dr. Claude C. Cody, Houston, was elected a vieoguens 
of the American Laryngological Association at its annua meet 
ing held in New Orleans, Louisiana. 


Continued on page 42 
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A. S. ALOE COMPANY 


Send your Free 4-color brochure with information 
regarding New Steeline Treatment Room Furniture. 
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ee-design achievement 
in treatment room furniture 


New exclusive features, advanced styling, long term economy 


New steeline design embodies the practical suggestions of scores of practitioners 
and specialists throughout the nation. Note these features: The new table 
top has floating body support; formed by foam rubber cushion over a shaped 
foundation—real comfort for the patient. Convenient drawer under head end 
holds paper sheeting roll, or blood-pressure instrument, etc. Retractable heel 
stirrups; adapter for Bierhoff crutches also available. Built-in, rectractable 
stainless steel intravenous arm rest also provides convenient shelf for blood- 
pressure instrument, supplies, etc. Electrical outlet conveniently located at* 
end of table. Cabinets feature magnetic door latches, crystal glass shelves and 
glass door panels set in rubber. Suction-pressure unit is available for all cab- 
inets. Bottoms of drawers are cork-lined. Tops of all 
treatment cabinets are of Textolite, acid-proof, easy 
to clean plastic surfacing material. Illustration shows 
standard five-piece group. 


a. s. aloe company 
AND SUBSIDIARIES 
1831 Olive Street — St. Lovis 3, Missouri 


NAME LOS ANGELES 15, Californio, 1150 S. Flower St. 
SAN FRANCISCO 5, California, 500 Howard St. 
STREET MINNEAPOLUS 4, Minnesota, 927 Portland Ave. 


NEW ORLEANS 12, Louisiana, 1425 Tulane Ave. 
KANSAS CITY 2, Missouri, 4128 Broadway 
ATLANTA 3, Georgia, 492 Peachtree St., N. E. 
WASHINGTON 5, D.C.,1501 Fourteenth S?.,N. W. 
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a “wide-spectrum” 

hematinic with the 
only P.-approved 

Intrinsic Factor for 


may be prescribed for any form of anemia—hypochromic, 
microcytic, macrocytic, normocytic, or pernicious— 

for it supplies in each easy-to-take tablet five ingredients 
needed for adequate treatment of any and all of these 
blood diseases. Binaemon contains Bifacton® (Vitamin By. 
with Intrinsic Factor Concentrate), 1/9 U.S.P. unit; folic 
acid, 0.8 mg; vitamin C, 50 mg; ferrous sulfate, 133 mg; and 
liver concentrate, 100 mg. Because Binaemon supplies 
intrinsic factor, it provides a safe hematinic, for it assures B12 
absorption and prevents folic acid from masking the 
symptoms of incipient pernicious anemia. Prescribe Binaemon 
for all your anemic patients. 


Binaemon is available in bottles of 50 tablets. 
DOSAGE: For most anemias, 3 Binaemon tablets a day. In severe anemia, 


including macrocytic anemia of pregnancy, 6 tablets, 
In pernicious anemia, 9 tablets. 


Organon INC. e ORANGE, N. J. 


40 
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other spasmolytic. Four'forms, 
‘in gastrointestinal, urinary, biliary or 
uterine spasm: in each Tablet, Capsule, 
or 5 cc. of Elixir—hyoscyamine sulfate 
0.1037 mg., atropine sulfate 0.0194 
hyoscine hydrobromide 0.0065 
phenobarbital ("4 gr.) 16. 2 mg. 
Also Donnatal Plus — Tablets, 


i 


Phenaphen with 


Codeine ‘Robins’, through the multiple ‘Phenaphen —In eoch 
synergism of its ingredients, provides 
maximum sofe analgesia... with Phenobarbital 
equally essential control of the yor 

entire pain-reaction pattern. Phenaphen Codsinn 


A. H. ROBINS CO., Inc. hen with Codeine 
RICHMOND 20, VIRGINIA (Phenaphen No. @ 


| ah for the patient in the double grip of SEE Ne 
ee ee PAIN and of EMOTIONAL REACTION to 
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friendly in taste 

— tastes like chocolate 
pudding—readily taken by 
children... or adults. 


friendly to normal aciduric 
flora — the type essential 

to normal peristalsis. 
Suppresses putrefactive 
bacteria to obviate 
distressing flatulence. 


friendly in effectiveness 
— so gentle, no rush, no 
griping, strain or leakage. 
Lubricates, softens 
intestinal contents. 
Evacuations are moist, 
comfortably 
passed. 


o 
© 


L. Acidophilus in chocolate-flavored mineral oil jelly 


Send for tasting and testing samples. 


friendly 

tothe 
constipated 


Wide-mouth jars of 6 oz. 


gtoy/chemical company | 
Witamin Corporation | 
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A FRANK 
STATEMENT... 
ABOUT VITA-FOOD 


The benefits of brewers’ yeast are not subject 
to dispute. Its use both in human and animal 
nutrition is a matter of record. It is generally 
recognized as the richest natural source of the 
entire vitamin B complex, of nutritionally 


complete protein and naturally occurring 
minerals. 


But before you prescribe, bear in mind that 
all yeasts are not brewers’ yeast, nor do all brew- 
ers’ yeasts measure up to the higher quality and 
balanced potency of VITA-FOOD. It differs not 
only in its superior culture media but also in the 
skill and know how involved in its production. 


The essential value of VITA-FOOD has been 
proved for more than a quarter of a century of 
continuous use by physicians, hospitals, health 
departments and research laboratories. Its use 
for protection and relief of pellagra is only one 
of its greater achievements. 


COMPARE THIS VITAMIN B ASSAY 


Per Ounce (Two heaping tablespoonfuls) 


Thiamin 
Riboflavin 1.4mg 
Niacin 11.3mg 
Pantothenic Acid 3.4mg 
Choline 119.0 mg 
Inositol 113.4 mg. 
Pyridoxine 800 mcg 
Folic Acid 110 mcg 
Biotin 30 mcg 


Para-Amino-Benzoic Acid 280 mcg 


Plus independent vitamin B growth, lactation and other 
vitamin B factors natural to genuine Brewers’ Yeast. 


VITAMIN FOOD CO., INC. 
187 SYLVAN AVE. 


NEWARK 4, NEW JERSEY 
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Postgraduate Medical Assembly of South ‘Texas will hold 
its nineteenth annual meeting in Houston, Shamrock Hotel 
July 20-22. 

Texas Medical Association at its recent annual meeting 
installed Dr. George Turner, El Paso, president; and elected 
Dr. F. J. L. Blasingame, Wharton, president-elect; Dr. Andrew 
S. Tomb, Victoria, vice-president; Dr. J. M. Travis, Jackson. 
ville, secretary; and Dr. T. H. Thomason, Fort Worth, 
treasurer. 

Texas Association of Obstetricians and Gynecologists has in- 
stalled Dr. D. D. Wall, San Angelo, president; and elected 
Dr. G. F. Goff, Dallas, president-elect; Dr. E. H. Marek 
Yoakum, vice-president; and Dr. Carey Hiett, Fort Worth, 
secretary -treasurer. 

Southwestern Medical School, Dallas, has received a do- 
nation of $7,620 from the Caruth Foundation to further the 
virus infection research of Dr. J. J. Quilligan, pathologist. 

Dr. F. J. L. Blasingame, Wharton, a trustee of the American 
Medical Association, has been named as one of six repre. 
sentatives from the AMA to attend the World Medical As. 
sociation meeting at The Hague, The Netherlands, August $}- 
September 4. 

Dr. Clarence R. Miller, Marlin, will serve as president of 
the Marlin Rotary Club for a year beginning in July. 

Dr. Ralph E. Gray, Lake Jackson, has been installed presi- 
dent, Brazoria County Chamber of Commerce. 

Dr. George Jackson, former medical director of the state 
hospital system, is psychiatric consultant to the Kansas State 
Board of Social Welfare. Dr. Sam A. Hoerster, Jr., acting 
medical director of the Board for Texas State Hospitals and 
Special Schools, succeeds Dr. Jackson as medical director of 
the state hospital system. 


New members of the Board for Texas State Hospitals and 
Special Schools recently appointed are Dr. Raleigh Ross, 
Austin; Dr. James H. Wooten, Columbus; and Dr. John G. 
Dudley, Houston. 

Dr. R. C. Rowell, formerly superintendent of the Austin 
State Hospital, has been named superintendent of the Terrell 
State Hospital. Dr. Leonard P. Ristine succeeds Dr. Rowell 
as superintendent of the Austin State Hospital. 

Dr. A. W. B. Cunningham, former University of Edin- 
burgh, Scotland, professor, is teaching and doing research on 
arthritis and diseases of the joints at the University of Texas 
Medical Branch, Galveston. 


Dr. Werner Kunast, Hamburg, Germany, has been appointed 
teaching and research fellow in radiology at the University 
of Texas Medical Branch, Galveston. 

John Sealy General Hospital’s new main building, a 1,000- 
bed $12,000,000 structure, was dedicated in June, marking 
another step in the expansion program of the University of 
Texas Medical Branch at Galveston. 

Dr. R. L. Knolle, Seguin, is the new local Rotary Club 
president; and Dr. Allen I. Heinen a new member of the 
board of directors. 

Dr. E. H. Cary, Sr., Dallas, was honored at an informal 
luncheon party recently in celebration of his eighty-first birth- 
day. 

Dr. R. B. G. Cowper, Big Spring, was recently installed 
president of the local Chamber of Commerce. 


VIRGINIA 


Dr. Walter B. Martin, Norfolk, was elected president-elect 
of the American Medical Association at the annual meeting 
held in New York early in June. 

‘A portrait of Dr. William Tate Graham was presented re- 
cently to the Crippled Children’s Hospital, Richmond, by the 
administrative and medical staff of the hospital in recognition 
of the service he had rendered that institution. ? 

University of Virginia School of Medicine, Charlottesville, 
has received a grant from Eli Lilly and Company to support 
Dr. W. Parker Anslow, Jr. in his study of the mechanism 
of excretion of sulfur amino acids. Dr. Anslow is chairman 
of the Physiological Laboratory in the School. 

Dr. Vincent Hollander, a member of the staff of the - 
Kettering Institute of the Memorial Cancer Center, ‘ew 
York City, has joined the faculty of the University of hn gp 
School of Medicine, Charlottesville, as assistant professor © 
internal medicine and coordinator of the cancer program. 

American Radium Society at its annual meeting in St. — 
Missouri, selected Hot Springs, The Homestead, as its 
meeting place on March 14-16, 1954. odual 

Dr. J. B. Nichols has retired as superintendent and m af 
director of Catawba Sanatorium after completing 36 => 
service there. He is now residing at his home in ? 
Carolina. 


Continued on page 48 
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weighty 


) surgical operating table 


Table/ 


Important Advance/ 


table top can NOW 
be lowered to — 


27° 


For co ii PP h to the operative site— 


the posturing category. 
Write Dept. GD-7 for complete catalog 
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in leukorrhea, itch and burning 
due to monilial vaginitis... 


nothing works 
like gentia-jel 


4 i only gentia-jel offers gentian 
violet in the new plastic single- 
< dose disposable applicator for 
S the daintiest, easiest way to 
ie apply this specific in pregnancy 


gentia-jel offers rapid, dramatic 
relief of symptoms. ..93% clini- 
cal cure and improvement rate. 


only gentia-jel offers gentian 
violet therapy for safe daily use 
by the patient throughout en- 
tire pregnancy...without messi- 
ness andwith minimal staining. 


samples of gentia-jel... write 


WESTWOOD PHARMACEUTICALS 


division of Foster-Milburn Co., Dept. SM 


468 Dewitt St., Buffalo 13, N. Y. 


is 
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CAPSULES CHLORAL HYDRATE - Fellows 


ODORLESS NON-BARBITURATE TASTELESS 


334 gr. (0.25 Gm.) BLUE and WHITE 
CAPSULES CHLORAL HYDRATE - Fellows 


Small doses of Chloral Hydrate 

(3% gr. Capsules Fellows) completely 
fill the great need for a daytime 
sedative. The patient becomes tranquil 
and relaxed yet is able to 

maintain normal activity. 


DOSAGE: One 3% gr. capsule three 
times a day after meals. 


7" gr. (0.5 Gm.) BLUE 
CAPSULES CHLORAL HYDRATE - Fellows 


Restful sleep lasting from five to :. 
eight hours. “‘Chloral Hydrate produces 
a normal type of sleep, and is 
: rarely followed by hangover.”’* af 
Pulse and respiration are slowed in 
CAPSULES CHLORAL the same manner as in normal sleep. * 
HYDRATE — Fellows Reflexes are not abolished, and the ‘ 
od es Gm.) patient can be easily and completely . 
and WHITE 23-4 
CAPSULES aroused . . . awakens refreshed. 
bottles of 24's DOSAGE: One to two 7! gr., or two to 2 
100’s four 3% gr. capsules at bedtime. Bs 
7% gr. (0.5 Gm.) Me 
BLUE CAPSULES EXCRETION—Rapid and complete, therefore “oa 
bottles of 50’s no depressant after-effects.** 
Professional samples and literature on request 
MEDICAL MFG CO. INC. pharmaceuticals since 1866 
26 Christopher St., New York 14, N. Y. 


‘2, Hyman, Vs rated Practice of Medicine ( 
2. Ret ala in Practical 
(1981), 22nd printing. 1985. 
printing, 
A Manual of Pharmacology, 7th e0, (1948), 
and Usetul Drugs, 14th ed. (1947) 


53 Vol. 46 No. 7 45 
Cl OH ha, 
cli-C —- C—OH 
Cl H 
4 

jl 

_ HANGOVER 
sucer 


SOUTHERN MEDICAL JOURNAL 


when patients are 


TRANQUILIZER...RELAXANT...ANTIDEPRESSANT 


TABLETS AND ELIXIR 


iginale a, 


TRIPLE-ACTING to produce 


Each tablet or spoonful neuromuscular relaxation and 


(5 c.c.) contains: 


Mephenesi 250.0 mg. promote tranquility, thus breaking 
d-Amphetamine phosphate 
(dibasic ) 


2.5 mg. the chain of fatigue, aches and pains. 
Butabarbital 8.0 mg. 
Bottles of 50, 100, and 1000 tablets. . 
Elixir: Bottles of 8 oz. symptoms associated with tension. 


A PRODUCT OF REED & CARNRICK 
A trusted name since 1860 JERSEY CITY 6,N. J. TORONTO, ONT., CAN. 


depression, and the numerous other 
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When age factor 


combines caution with 
control in the therapy 


of URINARY Ss 
INFECTIONS 


because it usually “can be given intermittently for long periods 
without toxicity and at relatively low cost.’! 


“Of importance because of its frequent occurrence and refractoriness 
to all antibiotics is chronic non-specific prostatitis.” 


The danger of toxic reactions may preclude administration of 
sulfonamides to patients who require protracted therapy. 


1. Hinman, F., Jr.: California Med. 7:1 (Jan. )1952. 
2. Furlong, J. H.: Delaware State M. J. 24:170, 1952. 


Recommended therapeutic dosage: 3 to 4 tablets t.i.d. 


NEPERA CHEMICAL CO., INC. 
Levast Pharmaceutical Manufacturers « Nepera Park, Yonkers 2, N. Y. 


® Brand of methenamine mandelate 
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Continued from page 42 


Dr. Cecil C. Smith has been appointed superintendent and 
medical director of Catawba Sanatorium. Dr. Smith, a_ native 
Alabamian, was recently connected with a Veterans Adminis- 
tration tuberculosis center in Mississippi. 

Dr. Wyndham B. Blanton, Richmond, was elected vice- 
president of the American Academy of Allergy at its recent 
meeting held in Boston. He has also been appointed to the 
editorial board of the Bulletin of the History of Medicine, 
published by the Johns Hopkins University. 

Dr. Laurence T. Giles, formerly acting health director of 
Fredericksburg and three nearby counties, has become health 
director of the district embracing Prince William, Fauquier 
and Rappahannock Counties with headquarters in Warrenton. 

Richmond Area Heart Association has elected Dr. Armistead 
D. Williams, president; and Dr. Reno Porter, second vice- 
president. The Association was formerly the Richmond Chap- 
ter of the American Heart Association. 


Dr. J. Coleman Motley, Lottsburg, has been elected first 


July 1953 


vice-president of the newly formed Lions Club of Northum. 
berland County. 


Medical College of Virginia Alumni Association has ; 

Dr. J. Asa Shield, president; and elected Dr. J. Curtis Notting. 
ham, Richmond, president-elect; Dr. Sterling S$. Cook (Rear 
Admiral, chief medical officer of the Fifth Naval District) 
Norfolk, medical vice-president; Dr. John A. Tolley, Arling. 
ton, dental vice-president; Dr. Richard L. Simpson, Richmond. 
secretary; and Dr. Harvey B. Haag, Richmond, treasurer, re. 
elected to his tenth term. 


WEST VIRGINIA 


West Virginia Academy of Ophthalmology and Otolaryngol. 
ogy has installed Dr. James K. Stewart, Wheeling, president; 
and elected Dr. Ben W. Bird, Princeton, president-elect; Dr. 
Henry C. Hays, Williamson, vice-president; and re-elected Dr. 
Frederick C. Reel, Charleston, secretary-treasurer. 


Continued on page 50 


Aminophyllin... 


“most effective single agent 


bronchial asthma 


“useful as a peripheral vasodilator and 


myocardial stimulant’”’ in 


pulmonary edema 
paroxysmal dyspnea 

of congestive heart failure 
Cheyne-Stokes respiration 


250 E 


43rd St. New York 17, N.Y? 


for prompt relief’ of severe 


H. E. DUBIN LABORATORIES, INC. 


aminophyllin 


(th 
(theophy 


ine-etny 


readily 
soluble for 
rapid 
therapeutic 
effect. 


TABLETS AMPULS 
POWDER 
SUPPOSITORIES 


SEDATIVE - ANTISPASMODIC 


tension and migraine headaches - - spastic dysmenorrhea 


- - spasms of gastro-intestinal and genito-urinary tracts, 
with accompanying nervousness. 


BILHUBER-KNOLL CORP. orance, New JERSEY 


R Valoctin tablets 5 grains, 
each containing | gr. Octin 
mucate and 4 grs. Bromural. 
DOSE: | or 2 tablets at on- 
set of distress. Another tab- 

let after 4 hours if necessary. 


VALOCTIN @® E. Bilhuber, Inc. 
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| 
the PICKER | 


easy to use...the automatic “Century” Control really monitors 
tion; relieves you of technical worries. 


se dependable... identical “Century” settings produce identical 
time after time — yesterday, today, tomorrow. | 


so trouble-free... “Century” stamina has been amply proven in 
the experience of thousands and thousands of users the world over. 
so handsome... looks as distinguished as it is. 


Owners are proud of their “Centurys”. 


Definitely the fine x-ray unit in the moderate 
Price class... and so widely esteemed that 
there are more Picker “Century” 100 ma units 
atively in use than any other similar apparatus. 
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Continued from page 48 


Dr. Eugene J. Ryan, on the medical staff at Dupont plant 
at Belle since January 1952, has been appointed plant phy- 
sician to succeed Dr. Henry M. Brown. Dr. Brown is health 
commissioner of Clinton County, Ohio, residing on his farm 
at New Vienna near Wilmington, Ohio. 


Dr. Paul H. Revercomb, Charleston, has been renamed 
Governor of the West Virginia Chapter of the American College 
of Physicians, for a three-year term. 

Dr. J. W. Calvert, Bluefield, has been elected to member- 
ship in the Baltimore-Washington Dermatological Society. 


Classified Advertisements 


FOR SALE—Location to an experienced Eye, Ear, Nose & 
Throat man in one of the best cities of Alabama. Town of 
about 35,000 population; industrial town with good payrolls. 
Planning to retire after over forty years practice. Contact HT, 
c/o SMJ. 


WANTED—Young General Practitioner to join group in a 
University town in the South. Two accredited Hospitals. 
Contact HP, c/o SMJ. 


FOR SALE—Complete used office equipment, instruments, 
furniture, etc. All in good condition. Terms reasonable. 
Contact MS, c/o SMJ. 


FOR SALE—Government Surplus, Hospital, X-Ray and Medi- 
cal Equipment. Very Reasonable. A. H. Smullian & Com- 
pany, P. O. Box 4867, Atlanta, Georgia. 


WANTED—For October 1, Physician for Alabama State Men- 
tal Institution. Salary $6,600.00 to $7,800.00. Must be Li- 
censed. Write Dr. J. S. Tarwater, Superintendent The Bryce 
Hospital, Tuscaloosa, Alabama. 


Dr. Fred J. Holter, Morgantown, has been elected chairman 
of the West Virginia Organizations’ Council. This is a new 
group composed of several West Virginia organizations inter. 
— in health, welfare, rehabilitation, recreation, and allied 
ields. 

Dr. Walter E. Vest, Huntington, was appointed recently a 
member of a committee to make a study of the advisability 
of the adoption by all of the states of a uniform medical 
practice act. Other members of the committee are Dr. Edwin 
Bruce Underwood, Louisville, Kentucky; Dr. S. M. Poindexter 
Boise, Idaho; Dr. Creighton Barker, New Haven, Connecticut: 
and Dr. Homer L. Pearson, Miami, Florida. : 


Dr. John J. Sherman, Huntington, has completed graduate 
work in surgery at the University of Pennsylvania Graduate 
School of Surgery and returned to Huntington to practice his 
specialty. 

Dr. Marion S. Brown, effective July 1, will practice in 
Parkersburg after completing a residency in obstetrics and 
gynecology at the Huron Road Hospital, East Cleveland, Ohio, 


Dr. James L. Thompson, who has been on the medical staff 
of Weirton Steel Company more than 20 years, and two 
years ago became medical director, has been named a fellow 
of the Industrial Medical Association of America. 


Dr. Richard V. Meaney, formerly of Beckley, has moved 
to Bradenton, Florida, and opened offices in the Professional 
Building. 

Dr. Louis E. Baron, Mannington, has moved to Fairmont 
and opened offices in the Jacobs Building. 

Dr. Kenneth E. Blundon, formerly of Washington, D. C., is 
associated with Dr. H. M. Escue, Charleston, in the practice 
of urology. 

Dr. Lee H. Schlesinger, Clarksburg, has been appointed 
manager of the new Veterans Administration Hospital in Chi- 
cago (West Side), Illinois. This is a 496-bed general and 
surgical hospital scheduled to open late this summer. 

Dr. Charles A. Hoffman, Huntington, was reelected secretary- 
treasurer of the Mid-Atlantic Section of the American Uro- 
logical Association at its recent meeting held in Roanoke, 
Virginia. 

Dr. J. J. Lawless, Morgantown, director of student health 
service at West Virginia University, was elected president, 
West Virginia Public Health Association at the 29th Annual 
State Health Conference held at Charleston in May. 


Thoroughly modern in architecture and construction. 


floor. Also a spacious sun parlor in each department. 


James A. Becton, M.D., Physician-in-charge 


HILL CREST SANITARIUM 


FOR NERVOUS AND MENTAL DISEASES AND ADDICTIONS 
Insulin and Electro-Shock Therapy used in Selected Cases. Gradual Reduction Method used 
in the Treatment of Addictions. 
Established in 1925 


Eight departments—affording proper classification of pa- 
tients. All outside rooms, attractively furnished. Several bathrooms and rooms with private bath on 


sea level, overlooking the city, and surrounded by an expanse of beautiful woodland. Ample provision made 
diversion and helpful occupation. Adequate night and day nursing service maintained. 


P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phones 9-1151 and 9-1152 


Located on the crest of Higdon Hill, 1050 feet — 


James Keene Ward, M.D., Associate Physician 
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WHEN DIETARY 
SUPPLEMENTATION 


more 
could supplement 


If the concept of an ideal dietary supplement could be 
formulated, it might well be one that provides qualitatively 
every substance of moment in human nutrition. It would pro- 
vide those for which human daily needs are established as 
well as others which are considered of value, though their 
roles and quantitative requirements remain unknown. 

How Ovaltine in milk approaches this concept, and how 
well the recommended three glassfuls daily augment the nutri- 
tional intake, is shown in the appended table. The two forms 
of Ovaltine available—plain and chocolate flavored—are 
closely alike in their nutrient values. 


FRR 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 


Three Servings of Ovaltine in Milk Recommended for 
Daily Use Provide the Following Amounts of Nutrients 


(Each serving made of % oz. of Ovaltine and 8 fl. oz. of whole milk) 
MINERALS VITAMINS 


*PHOSPHORUS 

POTASSIUM i *VITAMIN A 

*VITAMIN D 


*PROTEIN 
*CARBOHY 


E 
*LIPIDS 
\ *Nutrients for which daily dietary allowances are recommended by the National Research Council. Zz 
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THE WALLACE HOSPITAL 


W. R. WALLACE, Superintendent 


Memphis, Tennessee 


For the Diagnosis and Treatment of Nervous and Mental Diseases, 
Drug Addiction and Alcoholism. 


APPALACHIAN HALL 


ASHEVILLE, NORTH CAROLINA 


An institution for rest, convalescence, the diagnosis and treatment of nerv- 
ous and mental disorders, alcohol and drug habituation. 


Appalachian Hall is located in Asheville, North Carolina. Asheville justly 
claims an unexcelled all year round climate for health and comfort. All 
natural curative agents are used, such as physiotherapy, occupational ther- 
apy, shock therapy, outdoor sports, horseback riding, etc. Five beautiful 
golf courses are available to patients. Ample facilities for classification of 
patients. Rooms single or en suite with every comfort and convenience. 


For rates and further information write 


Appalachian Hall, Asheville, N. C. 


Wm. Ray Griffin, M.D. M. A. Griffin, M.D. 
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@ Diagnostic and Therapeutic 
Facilities 

@ Internal Medicine and 
Gastroenterology 

@ Surgery 

@ Gynecology and Obstetrics 

@ Radiology—X-ray and 
Radium therapy 

@ Laboratory and Research 
Departments 

@ Urology 

@ Endoscopy 

@ Otolaryngology-Ophthalmology 

@ Neuropsychiatry 

@ Hotel facilities available 


3636 ST. CHARLES AVENUE 
Phone TYler 2376 New Orleans, La. 


WESTBROOK SANATORIUM 


eA private psychiatric hospital em- Staff PAUL. ANDERSON, MED, 
ploying modern diagnostic and treat- REX BLANKINSHIP, MD. 
ment procedures—electro shock, in- Medical Director 

i R. SAUNDERS, M.D, 
sulin, psychotherapy, occupational and amma 
recreational therapy—for nervous and ‘THOMAS F. COATES, MD, 


mental disorders and problems of Associate 
addiction. R. H. CRYTZER, Administrator 


P. O. Box 1514 RICHMOND, VIRGINIA Phone 5-3245 


Brochure of Views of our 125-Acre Estate 
Sent on Request 


53 
1953 Vol. 46 No. 7 
e 
Bi owne-McHar Cla NIC 
— 
il 
= 
~~ 
4s, 
iy 
; 


SOUTHERN MEDICAL JOURNAL 


Saint Albans Sanatorium 


RADFORD, VIRGINIA 


100 bed private psychiatric hospital for the treatment of nervous and mental 
disorders, including alcoholism and addiction. 


James P. King, M.D. 
Director 
James K. Morrow, M.D. Thomas E. Painter, M.D. Daniel D. Chiles, M.D. 


James L. Chitwood, M.D. 
Medical Consultant 


BRAWNER’S SANITARIUM 


ESTABLISHED 1910 


SMYRNA, GEORGIA 
(SUBURB OF ATLANTA) 


FOR THE TREATMENT OF 
PSYCHIATRIC ILLNESSES AND 
PROBLEMS OF ADDICTION 


Psychotherapy, Convulsive Therapy, Recreational and Occupational 
Therapy 


Modern Facilities 
Custodial Care for a Limited Number of Elderly Patients at Monthly Rate 


Jas. N. Brawner, M.D. Jas. N. Brawner, Jr., M.D. AvBert F. Brawner, M.D. 
MEDICAL DIRECTOR ASSISTANT DIRECTOR AND RESIDENT SUPERINTENDENT 
SUPERINTENDENT 


P. O. Box 218 Phone 5-4486 
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CARROL TURNER SANATO 


MEMPHIS, TENNESSEE, ROUTE 10, BOX 288 


For the Diagnosis and Treatment of Mental and Nervous Diseases 


Located on the Raleigh-LeGrange Road, five miles east of the city limit 
—accessible to U. S. Highway 70 (Bristol Highway) 


Situated on a sixty-six acre tract of wooded land and rolling fields, the 
environment is conducive to amelioration of the symptoms of emo- 
tionally disturbed patients 


Modernly equipped with adequate facilities for physical and hydro- 
therapy, electroshock, and insulin therapy 


Special emphasis is laid on recreational and occupational therapy 


Adequate nursing personnel assures individual attention to each 
patient 


The main building and hospital department of the Sanatorium is 
shown above 


FAIRFIELD 


Our convalescent home is lo. 
cated on the Sanatorium 
Grounds 


The home is especially de- 
signed and fitted for the 
care of elderly people. 
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progress... 


The uncomplicated nutritional 


progress! of infants fed Lactum® 
speaks for its sound rationale. Lactum 
is Mead’s liquid formula made from 
whole milk and Dextri-Maltose.® 

It provides generous milk protein for 
sturdy growth and sound tissue 
structure, with sufficient calories to 
spare protein and meet the infant's 
energy needs. 


Lactum is convenient and easy to 


prepare—simply mix equal parts of 


Lactum and water for a formula 
supplying 20 calories per fluid ounce. 


1. Frost, L. H., and Jackson, R. L.: 
J. Pediat. 39: 585-592, 1951. 


Lactum 


MEAD JOHNSON & COMPANY 
Evansville 21, Ind., U.S.A. 
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Dexedrine* Spansule* capsules 
control appetite between meals 


breakfast 


sustained, day-long 


appetite control, with 
one ‘Spansule’ capsule 


tablets t.i.d. usually control appetite only at mealtime 


breakfast 


intermittent appetite 


control, with 
tablets t.i.d. 


Now: ‘Dexedrine’ Spansule capsules in two strengths: 
10 mg. and 15 mg. 


Smith, Kline & French Laboratories, Philadelphia 


TM. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 
tTrademark for S.K.F.’s brand of sustained release capsules (patent applied for). 
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“aging” need not mean “aged” 


By prescribing supplementary vitamins and minerals pro- 
phylactically, the physician can protect older patients 
against premature debility resulting from prolonged or 
intermittent dietary inadequacy. GERIPLEX simplifies this 
approach to preventive geriatrics by providing — in one 
Kapseal—valuable mineral nutrients, eight important vita- 
mins, plus the starch-digestant Taka-Diastase,® and rutin. 


Prescribed before deficiencies and damage are manifest, 
GERIPLEX facilitates maintenance of health and of well- 
being in middle and in later life through improved nutrition. 


GERIPLEX?® xapseats® 


geriatric vitamin-mineral combination 


dosage 
One Kapseal daily is usually used as a supplement to the regular sia ae 
dosage may be increased in febrile illnesses, Preop or 


or whenever the possibility of vitami defici cy is i d 

each GERIPLEX Kapseal 
5000 units Rutin ..... 25mg. 
Vitamin Bi Ferrous sulfate + 30mg. 

(thiamine hydrochloride) . . Smg. Coppersulfate...... 4mg. 
Vitamin Bz (G) (riboflavin) . . Smg. Manganese sulfate.... 4mg. 
Vitamin Ba... 2meg. Zincsulfate..... ++ 2mg. 
Nicoti ide (niaci: ide) . 15mg. Dicalcium phosphate 
Vitamin C (ascorbic acid) . . 50 mg. (anhydrous). . . . . » 200 mg. 
Choline dihydrogen citrate . . 20 mg. 
Mixed Tocopherols 


(vitamin E factors)... .. 10mg. GERIPLEX Kapseals are supplied 
Taka-Diastase .....54 1 gr. in bottles of 100 and 500. 


DETROIT. MICHIGAN 
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